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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequiu 
and/or  severity  of  grand  mal  seizures  Hi 
require  increased  dosage  of  standard  iit 
convulsant  medication;  abrupt  withdr )/< 
may  be  associated  with  temporary  in- 
crease  in  frequency  and/or  severity  o }» 
seizures.  Advise  against  simultaneous[i- 
gestion  of  alcohol  and  other  CNS  depr |- 
sants.  Withdrawal  symptoms  (similar  i 
those  with  barbiturates  and  alcohol)  hW 
occurred  following  abrupt  discontinue^ 
(convulsions,  tremor,  abdominal  and  lui 
cle  cramps,  vomiting  and  sweating).  Fe( 
addiction-prone  individuals  under  car  W 


According  to  her  major 
iptoms,  she  is  a psychoneu- 
ic  patient  with  severe 
liety.  But  according  to  the 
cription  she  gives  of  her 
lings,  part  of  the  problem 
ly  sound  like  depression, 
is  is  because  her  problem, 
nough  primarily  one  of  ex- 
sive  anxiety,  is  often  accom- 
aied  by  depressive  symptom- 
»logy.  Valium  (diazepam) 

1 provide  relief  for  both— as 
; excessive  anxiety  is  re- 
ved,  the  depressive  symp- 
ns  associated  with  it  are  also 
^en  relieved. 

I There  are  other  advan- 
ces in  using  Valium  for  the 
magement  of  psychoneu- 
tic  anxiety  with  secondary 
ipressive  symptoms;  the 
ychotherapeutic  effect  of 
ilium  is  pronounced  and 
pid.  This  means  that  im- 
ovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium 

(diazepam) 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


r\ 


idveillance  because  of  their  predisposi- 
^ to  habituation  and  dependence.  In 
i ignancy,  lactation  or  women  of  child- 
euring  age,  weigh  potential  benefit 
ainst  possible  hazard. 

‘ acautions:  If  combined  with  other  psy- 

I'Ptropics  or  anticonvulsants,  consider 
efully  pharmacology  of  agents  em- 
yed;  drugs  such  as  phenothiazines, 
xotics,  barbiturates,  MAO  inhibitors 
f other  antidepressants  may  potentiate 
|iaction.  Usual  precautions  indicated  in 
);ients  severely  depressed,  or  with  latent 
bression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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SOCIALIZED  MEDICINE— PART  OF  A LARGER  PLAN 


In  a State  of  the  Union  Message,  President 
Ford  asked  Congress  to  impose  a one  year 
moratorium  on  all  new  federal  spending  pro- 
grams. It  would  thus  appear  that  the  passage 
of  a national  health  program,  long  regarded 
the  cei^tainty,  is  no  longer  assured,  and  that 
this  topic  is  again  worthy  of  our  consideration. 

In  making  his  request  of  Congress  and  in 
other  parts  of  his  address.  President  Ford  in- 
dicated that  he  understands  that  government 
spending  is  completely  out  of  control,  and  that 
this  irresponsible  spending  is,  in  a large  meas- 
ure, responsible  for  our  current  economic 
woes. 

In  the  President’s  words,  “Part  of  the 
trouble  is  that  we  have  been  self-indulgent. 
For  decades,  we  have  been  voting  ever-increas- 
ing levels  of  government  benefits — and  now 
the  bill  has  come  due.  We  have  been  adding 
so  many  new  programs  that  the  size  and 
growth  of  the  federal  budget  has  taken  on  a 
life  of  its  own.” 

As  physicians  we  understand  the  imphca- 
tions  of  the  transformation  of  our  profession 
into  a nationalized  industry.  I need  not  spell 
out  the  dangers  inherent  in  this  plan  to  you. 

As  citizens,  however,  there  is  another  danger 
and  perhaps  a more  significant  danger.  Na- 
tionalization of  our  profession  is  just  another 
step  (and  a very  large  one)  in  the  socialization 
of  the  entire  economy. 


From  past  experience,  we  can  be  confident 
that  the  program  wil  result  in  reduced  personal 
freedom.  It  will  surely  cost  more  than  esti- 
mated, it  will  be  inadequately  funded,  and  it 
will  bloat  federal  spending,  thus  resulting  in 
unprecedented  federal  deficits  which  in  turn 
will  result  in  an  intensification  of  the  inflating 
process. 

Our  profession  will  not  stand  as  an  island  of 
free  enterprise  in  the  sea  of  socialism.  We 
physicians  must  begin  to  take  a broader  view 
of  the  fight  against  sociahzed  medicine.  We 
must  see  it  as  a part  of  the  larger  battle — ^^the 
fight  against  big  government  and  socialism  in 
general. 

“The  real  inferiority  of  socialist  beliefs  to 
aU  religious  ones  is  solely  the  result  of  this 
consideration,  that  the  ideal  of  happiness  of- 
fered by  the  latter  being  realizable  only  in  a 
future  life,  it  was  beyond  the  power  of  anyone 
to  contest  it.  The  socialist  ideal  of  happiness 
being  intended  to  be  realized  on  earth,  the 
vanity  of  its  promises  will  at  once  appear  as 
soon  as  the  first  efforts  toward  their  realiza- 
tion are  made,  and  simultaneously  the  new 
belief  will  entirely  lose  its  prestige.”* 

^Gustave  le  Bon,  1895 
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FIBEROPTIC  COLONOSCOPY 


A relatively  new  technique  is  now  available  in 
Delaware  for  direct  inspection  and  biopsy  of  the 
entire  colon  and  for  removal  of  polyps  from  any 
portion  of  the  colon  without  the  need  for  ab- 
dominal surgery. 


Carl  I.  Classman,  M.D. 


Until  very  recently,  examination  of  the  large 
intestine  was  restricted  to  the  inferential  in- 
formation obtainable  by  barium  enema  x-ray 
examination,  and  that  direct  information  ob- 
tainable by  firsthand  vision  of  the  lower  few 
centimeters  of  the  intestine  seen  through  the 
rigid  sigmoidoscope.  Diagnostic  biopsy  and 
therapeutic  polypectomy  were  also  limited  to 
that  portion  of  the  colon  available  through  the 
rigid  sigmoidoscope.  All  other  lesions  of  the 
colon  were  reached  via  a major  abdominal  op- 
eration. 

Today,  the  flexible  colonoscope  permits  di- 
rect visualization  of  every  portion  of  the  large 
intestine  and  biopsy  and  removal  of  many 
lesions  from  any  portion  of  the  colon. 

Dr.  Classman  is  a senior  staff  member  in  the  Department  of 
Surgery,  Wilmington  Medical  Center. 


The  colonoscopes  available  today  are  of  vari- 
ous sizes  and  lengths,  but  all  have  similar  basic 
properties.  The  instruments  permit  brilliant 
illumination  of  the  lumen  of  the  intestine  by 
means  of  an  external  light  source  whose  candle 
power  is  transferred  along  fiberglass  bundles 
to  the  tip  of  the  colonoscope.  The  light  source 
is  always  external  to  the  body  and  is  always 
“cold.”  Several  channels  are  present  in  the 
instrument  to  permit  the  passage  of  water, 
snares,  biopsy  forceps,  catheters,  brushes,  etc. 
Another  channel  is  available  for  aspiration  of 
luminal  contents.  All  have  an  “end-on”  op- 
tical system  that  permits  full  visualization 
since  the  instrument  tip  can  be  rotated 
through  360  degrees  by  means  of  finger-tip 
controls.  (Figure  1) 

Since  the  bowel  must  be  perfectly  clean  for 
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FIGURE  1* 

Medium  length  (100  cm)  Olympus  colonoscope — 
compared  to  25  cm  rigid  sigmoidoscope.  Biopsy 
forceps  for  colonoscope  are  adjacent  to  the  instru- 
ment. 

a good  study,  the  preparation  of  the  patient 
for  examination  consists  of  a clear  liquid  diet 
for  one  to  two  days,  the  administration  of 
cathartics,  and  enemata.  The  study  is  done 
as  an  outpatient  procedure.  Intravenous  dia- 
zepam (Valium,  Roche)  is  administered  prior 
to  the  insertion  of  the  instrument. 

The  major  indications  for  the  procedure  can 
be  described  as  follows: 

1.  Unexplained  colonic  bleeding  in  the  pres- 
ence of  non-diagnostic  x-ray  studies  is  an  ideal 
indication  for  the  procedure.  Massive  bleed- 
ing precludes  useful  colonoscopy  since  the 
vision  is  severely  impaired  by  blood. 

2.  Colonoscopy  can  be  used  where  suspicious 
lesions  are  seen  on  barium  x-ray  examination. 

'Photograph  courtesy  of  Mr.  Donald  Russell. 


Every  portion  of  the  colon  can  be  accurately 
inspected,  photographed,  and  biopsied,  thus 
rendering  the  colonoscope  a most  useful  diag- 
nostic tool. 

3.  The  instrument  can  be  used  for  the  differ- 
entiation of  various  inflammatory  diseases  such 
as  ulcerative  colitis,  granulomatous  colitis,  di- 
verticulosis,  diverticulitis,  etc. 

4.  Total  retrograde  obstruction  to  the  flow 
of  barium,  as  seen  by  the  radiologist  in  carci- 
noma, diverticulitis,  and  volvulus,  can  be  diag- 
nosed accurately  with  the  colonoscope.  In 
some  instances,  decompression  (as  in  volvulus 
obstruction)  can  be  accomplished  with  the  aid 
of  the  instrument. 

5.  Follow-up  examinations  after  colon  resec- 
tions to  identify  anastomotic  sites  and  possible 
suture  line  recurrences  are  feasible  with  the 
instrument. 

6.  The  removal  of  polypoid  lesions— pedun- 
culated or  sessile — is  one  of  the  most  dramatic 
uses  of  the  colonoscope.  A one-half  to  two- 
hour  outpatient  procedure  replaces  a hos- 
pitalization and  a major  abdominal  operation 
with  all  its  attendant  hazards  and  postopera- 
tive disabilities.  When  polyps  are  removed 
via  the  colonoscope,  the  patient  leaves  the  hos- 
pital within  a few  hours  and  returns  to  his 
normal  activities  the  following  day! 

Contraindications  to  colonoscopy  include 
disease  states  which  preclude  the  administra- 
tion of  cathartics  and  enemata.  If  the  colon 
is  so  friable  that  either  is  contraindicated,  it 
is  unsafe  to  insert  the  colonoscope  for  fear  of 
perforation  of  the  bowel  wall. 

Complications  of  diagnostic  colonoscopy  are, 
indeed,  rare.  Overzealous  manipulation  by 
an  inexperienced  endoscopist  may  result  in  a 
large  perforation  of  the  bowel  wall.  Small 
perforations  may  occur  by  transgression  of 
the  colon  wall  by  incorrect  extrusion  of  the 
biopsy  instrument  from  the  distal  end  of  the 
colonoscope.  It  is  conceivable  that  over-dis- 
tention of  the  lumen  may  result  in  the  spon- 
taneous rupture  of  a diverticulum.  Care  must 
also  be  exercised  to  prevent  the  direct  inser- 
tion of  the  instrument  into  the  orifice  of  a large 
diverticulum  rather  than  into  the  lumen  of 
the  bowel. 


16 


January,  1975 


Fiberoptic  Colonoscopy — Classman 


Perforation  of  the  bowel  wall  may  also  occur 
during  the  electrocoagulation  and  removal  of 
polyps  if  care  is  not  exercised.  Inaccurate 
coagulation  techniques  in  polyp  removal  may 
also  result  in  bleeding  from  the  base  or  stalk 
of  the  lesion. 

These  complications,  though  real,  in  prac- 
tice are  extremely  rare.  Experience  in  the 


techniques  of  colonoscopy  should  reduce  the 
incidence  of  complications  to  practically  zero. 

Colonoscopy  is  a currently  performed  pro- 
cedure which  is  safe  and  well  established.  It 
provides  unusually  accurate  diagnostic  in- 
formation and  is  ideal  for  the  removal  of  poly- 
poid lesions  with  practically  no  morbidity  and 
no  period  of  disability. 
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RETIRED  DOCTOR  PURSUES  HOBBIES 

Dr.  Laurence  Fitchett,  formerly  of  Milford,  Delaware,  photographs  or  feeds  the 
hundreds  of  birds  he  sees  in  Florida.  He  stopped  delivering  babies  in  1967  when 
the  nurses  at  Memorial  Hospital  chalked  up  his  number  5,000  birth  and  presented 
him  with  his  obstetrical  forceps  now  mounted  on  a wall  plaque  in  his  Port  Char- 
lotte home.  "I  figured  5,000  was  enough,”  Fitchett  said. 

He  remained  in  general  practice  still  making  house  calls  until  1970  when  he 
closed  out  a 37-year  medical  career.  This  included  five  years  in  Harrington  after 
an  internship  at  the  University  of  Pennsylvania’s  Graduate  Hospital  in  Philadel- 
phia and  32  years  in  Milford  with  an  interlude  of  42  months  as  a battalion  surgeon 
with  the  First  Army  in  Europe  during  World  War  II  . . . Fitchett  "drifted”  into 
partnership  with  the  stork  in  Harrington  and  Milford  when  there  were  no  obste- 
tricians practicing  there.  His  baby  record  includes  many  twins  and  one  set  of 
triplets.  Fitchett,  a major  when  discharged  after  military  service,  escaped  injury 
although  his  ordnance  battalion  landed  on  Omaha  Beach  on  D-Day  plus  One  and 
they  were  under  heavy  fire  as  the  first  echelon  supplying  ammunition  to  the  infan- 
try. His  medical  detachment  administered  basic  first  aid  on  the  battlefronts  and 
sent  the  wounded  back  to  hospitals  in  the  rear.  He  was  in  France,  Belgium,  and 
the  battle  of  the  Bulge  and  in  Leipsig  on  V-E  Day. 

Fitchett  was  president  of  the  Delaware  State  Medical  Society  in  1954  and  be- 
longed to  the  American  Academy  of  General  Practice.  Mrs.  Fitchett  is  a past 
president  of  the  Woman’s  Auxiliary  of  the  Delaware  State  Medical  Society. 

Among  his  memorabilia,  Fitchett  cherishes  a collection  of  nursing  bottles,  some 
a century  old,  blown  from  molds  at  glass  factories  in  England,  Germany  and  the 
United  States.  They  carry  such  unique  names  as  Mother’s  Friend,  made  in  1872, 
the  American  Feeder,  the  Infant’s  Friend,  the  Little  Papoose,  and  a novelty  bottle 
that  includes  a thermometer.  A "Mrs.  Phoebe  Bailey’s”  bottle  is  shaped  like  a 
human  breast.  A British  bottle  for  twins  has  two  nipples.  The  plastic  era,  includ- 
ing disposable  bottles,  have  succeeded  glass. 

But  perhaps  a more  historic  note  would  be  that  when  Fitchett  started  practice 
he  charged  $1.00  for  an  office  visit  and  $1.50  for  house  calls. 

The  Fitchetts  have  three  children.  David  Fitchett,  M.D.  is  an  orthopedic  sur- 
geon in  Albany,  Oregon.  Their  daughter  Peggy  is  the  wife  of  Dr.  Thomas  Kahan, 
obstetrician  and  gynecologist  in  Dallas,  Texas,  and  Laurence  Jr.,  a graduate  soci- 
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ASCITES,  HEPATOMEGALY, 
G.L  BLEEDING,  AND  SHOCK 


Patrick  F.  Ashley,  M.D.,  Editor  and  Pathologist ^ ] j 1 Carl  P.  Mulveny,  M.D.,  Discussor 


Presentation  of  Case 
(Case  abstract  prepared  by 

Michael  Peters,  M.D.) 

Problem  No.  1;  Ascites,  Hepatomegaly,  and 
Pedal  Edema 

The  patient,  a 60-year-old  black  male 
laborer,  was  well  until  five  months  prior  to  his 
admission  when  he  noted  swelling  of  his  ankles 
and  legs  during  the  day  only,  followed  by 
swelling  of  his  abdomen,  and  a weight  gain  of 
10  to  15  pounds.  He  was  seen  by  his  phy- 
sician and  placed  on  two  medications,  appar- 
ently diuretics,  and  lost  a great  deal  of  weight. 
Approximately  one  month  prior  to  admission 
the  patient  discontinued  his  medications  be- 
cause of  increasing  fatigue.  He  then  noted  a 
ten-pound  weight  gain  associated  with  marked 
increase  in  abdominal  girth  and  some  dyspnea 
on  exertion.  He  had  no  complaints  of  jaun- 
dice, nausea,  vomiting,  or  diarrhea,  and  had 
no  anorexia,  chills,  fever,  or  sweats. 

Past  History:  Past  medical  history  was  non- 
contributory, except  that  he  had  been  treated 
for  “bad  blood”  during  World  War  II,  receiv- 
ing 11  injections  while  hospitalized,  and  had 
since  been  noted  to  have  a positive  serology 
and  a positive  FTA. 

He  was  born  in  North  Carolina  and  had 
been  stationed  in  the  United  States  while  in 
the  service.  For  the  past  ten  years  he  had 
worked  in  an  oil  refinery  where  he  dug  sludge; 
he  had  been  told  that  the  fumes  there  were 
sometimes  a health  hazard.  He  drank  ap- 
proximately Y2  pint  of  alcohol  per  week,  but 
had  been  a “hard”  drinker  in  the  past.  He 

Dr.  Mulveny  is  Assistant,  Department  of  Medicine,  Section  of 
Gastroenterology,  Wilmington  Medical  Center. 

Dr.  Ashley  is  Senior  Pathologist,  Wilmington  Medical  Center. 


had  smoked  one  pack  of  cigarettes  a day  for 
the  last  40  years. 

Systemic  review  was  non-contributory,  ex- 
cept that  the  patient  had  noted  intermittent 
episodes  of  dark  urine  for  the  past  month  and 
some  shortness  of  breath  unaccompanied  by 
any  cough,  chest  pain,  or  hemoptysis, 

Physicial  examination  revealed  an  under- 
nourished male  with  obvious  ascites,  who  was 
in  no  acute  distress.  Blood  pressure  was  120/ 
80  mmHg;  pulse,  110/minute  and  regular;  res- 
pirations, 61/minute;  temperature  36.8  C 
(98.3  F).  There  was  mild  scleral  icterus.  The 
abdomen  was  distended  with  bulging  flanks; 
a fluid  wave  was  present,  and  there  were  signs 
of  an  early  caput  medusae.  The  liver  was  per- 
cussed at  18  cm  and  was  non-tender  with  a 
somewhat  irregular  edge.  There  was  no  local- 
ized abdominal  tenderness.  The  spleen  was 
not  palpable.  There  were  mild  scrotal  edema 
and  2-f  pre-sacral  edema.  Rectal  examina- 
tion revealed  a 3-j-  enlarged,  non-tender  firm 
prostate  and  guaiac  postive  stools  which  were 
brown  in  color.  There  were  marked  pre-tibial 
edema  and  edema  of  both  upper  thighs.  There 
were  distended  bilateral  varicose  saphenous 
veins  bilaterally.  There  was  no  asterixis. 

Laboratory  studies:  Hemoglobin  was  12.9 
g/100  ml  and  hematocrit  42%.  Platelet  count 
was  180,000/cmm.  White  blood  cell  count  was 
6,700  with  a normal  differential.  Ovalocytes 
and  burr  cells  were  seen  on  the  smear.  The 
prothrombin  time  was  normal.  Urinalysis  was 
normal  except  for  2-f  proteinuria.  SMA/12 
was  normal  except  for  hypoalbuminemia  of 
2.8  g/100  ml;  bilirubin  was  3.2  mg/100  ml, 
alkaline  phosphatase  334,  the  lactic  dehydro- 
genase (LDH)  358  U,  and  SCOT  257  IU/1. 


18 


January,  1975 


CPC — Ashley 


The  screening  test  for  syphilis  was  positive 
to  eight  dilutions;  FTA  was  also  positive. 
Serum  protein  electrophoresis  revealed  albu- 
min of  3.3  g/100  ml  (3.8-5.0),  alphai  globulin 
0.2  g (0.08-0.24),  alphas  0.71  g (0.34-0.72), 
beta  1.0  g (0.52-0.94),  and  gamma  2.6  g/100 
ml (0.62-1.20).  (Normal  values  are  inparenthe- 
ses.) Peritoneal  fluid  examination  showed  pro- 
tein to  be  1.1  g/100  ml,  lactic  dehydrogenase 
(LDH)  58  U,  and  amylase  10  dye  units,  and 
there  were  2,250  red  blood  cells  and  425  white 
blood  cells  per  cmm.  The  white  cells  were  90% 
lymphocytes  and  10%  neutrophils.  Cultures 
for  aerobic,  anaerobic,  and  acidfast  bacteria 
were  negative.  Cultures  of  the  peritoneal  fluid 
had  no  aerobic,  anaerobic,  or  acidfast  bacterial 
growth.  The  cytology  report  on  the  peritoneal 
fluid  was  II/IV.  Australian  Antigen  was  non- 
reactive by  COE  (counter  osmolar  electro- 
phoresis), and  alpha-fetal  protein  was  non- 
detectable.  Chest  x-ray  revealed  moderate 
tortuosity  of  the  thoracic  aorta  with  no 
other  abnormalities.  Barium  enema  showed 
some  diverticulosis  of  the  colon  without  evi- 
dence of  diverticulitis.  Liver  scan  performed 
with  technicium  99-N  sulfur  colloid  shov/ed 
the  liver  to  be  somewhat  enlarged,  approxi- 
mately 8 cm  below  the  right  costal  margin, 
with  large  multiple  areas  of  decreased  uptake 
compatible  with  space-occupying  lesions. 

Problem  No.  2;  G.I.  Bleeding 

The  patient  had  no  previous  episodes  of 
melena  or  hematemesis,  but  did  have  trace 
guiaic  positive  stools  on  admission  to  the  hos- 
pital. On  approximately  the  14th  hospital 
day,  while  on  a program  of  furosemide  and 
spironolactone,  he  had  an  episode  of  hemate- 
mesis followed  by  mahogany  colored  stools,  in- 
creased lethargy,  and  the  development  of  as- 
terixis. 

Immediate  roentgenograms  of  the  upper 
gastrointestinal  tract  revealed  small  esopha- 
geal varices  with  no  evidence  of  intragastric  or 
duodenal  bulb  lesions  demonstrable  on  the 
somewhat  limited  study.  A Sengstaken-Blake- 
more  tube  was  passed  and  the  patient  trans- 
fused with  two  units  of  whole  blood.  His 
clinical  condition  was  then  stable  for  the  next 
24  hours. 


Problem  No.  3:  Fever  and  Shock 

On  the  day  after  the  patient  had  his  epi- 
sode of  upper  G.I.  bleeding,  he  again  developed 
an  episode  of  severe  hypotension  and  lethargy 
with  asterixis.  Blood  pressure  was  80/50 
mmHg;  pulse  was  120  and  regular.  There  was 
no  active  bleeding  from  the  Sengstaken-Blake- 
more  tube,  and  his  rectal  temperature  was 
recorded  as  40.5  C (104.9  F). 

At  this  time  prothrombin  time  was  20.0 
seconds  (control,  12).  PTT  (Partial  Throm- 
boplastin Time)  was  54.5  seconds  (normal 
27-46).  Fibrinogen  was  610  mg/100  ml.  His 
platelet  count  was  reduced  to  68,000/cmm. 
Blood  sugar  at  the  time  of  lethargy  and  hypo- 
tension was  29  mg/100  ml.  BUN  had  in- 
creased to  79  mg/100  ml,  and  creatinine  was 
1.0  mg/ 100  ml.  His  serum  electrolytes  were 
as  follows:  sodium  128,  potassium  6.6,  and 
chloride  91  mEg  per  liter;  CO2  10  millimoles 
per  liter.  Arterial  blood  gases  showed  arterial 
pH  to  be  decreased  to  7.19,  with  PCO2 
18  mmHg,  PO2  90.4  mmHg,  CO2  7 mmHg, 
bicarbonate  6.5  mEq  per  liter.  Arterial 
ammonia  was  323  meg/ 100  ml  (18-48). 
Hemoglobin  at  this  time  was  14.3  g/100 
ml,  white  blood  cells  totaled  15,500  with  a 
differential  of  79%  neutrophils,  11%  band 
forms,  1%  metamyelocyte,  1%  lymphocyte, 
8%  monocytes,  and  1%  nucleated  red  blood 
cells.  There  were  5%  target  cells,  1%  cre- 
nated  cells,  and  occasional  red  blood  cell  frag- 
ments. Phosphorus  was  increased  to  7.7  mg/ 
100  ml,  and  glucose  after  two  ampules  of  50% 
glucose  was  250  mg/ 100  ml.  BUN  was  76, 
uric  acid  16,  and  total  bilirubin  14.3  mg/100 
ml  with  7.6  mg  in  the  direct  acting  fraction. 
The  total  protein  at  this  examination  was  7.8 
g/100  ml  with  2.8  g of  albumin.  The  alkaline 
phosphatase  was  230,  the  lactic  dehydrogenase 
(LDH)  3,750,  and  SCOT  1,680  IU/1,  and 
serum  amylase  450  dye  units.  Despite  therapy 
with  intravenous  glucose,  albumin,  low  mo- 
lecular weight  dextran,  bicarbonate,  and  ceph- 
alexin— the  last  started  after  appropriate  cul- 
tures were  obtained— the  patient  remained 
hypotensive  in  severe  metabolic  acidosis  and 
died  approximately  14  hours  after  the  onset 
of  the  second  episode  of  hypotension. 
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Differential  Diagnosis  Discussion 

Dr.  Carl  P.  Mulveny 

Historical  data  suggest  four  diagnoses  which 
can  be  used  as  a foundation  for  interpreting 
the  host  of  information  we  are  presented  in 
this  case.  First,  advanced  alcoholic  cirrhosis 
with  end-stage  deterioration  may  be  presumed 
on  the  basis  of  continued  drinking  and,  pos- 
sibly, exposure  to  fumes — halogenated  hydro- 
carbons are  well  known  for  their  hepatotoxic 
effects.  Second,  hepatoma  of  the  liver  com- 
monly occurs  in  patients  with  cirrhosis;  a pri- 
mary liver  malignancy  would  easily  explain 
the  patient’s  rather  sudden  deterioration,  and 
his  weight  loss  could  come  as  easily  from  tumor 
catabolism  as  from  diuresis  of  ascites.  Such 
tumors  are  more  common  in  Negroes.  How- 
ever, patients  with  hepatomas  commonly  have 
other  symptoms  such  as  right  upper  quadrant 
pain,  epigastric  pain,  and  loss  of  appetite,  none 
of  which  is  present  here.  Third,  the  history  of 
syphilis  with  subsequent  positive  serologies 
and  FTA  establishes  the  rare  possibility  of 
gummatous  liver  disease.  Finally,  amyloidosis 
could  be  expected  to  occur  in  an  elderly,  alco- 
holic, chronically  diseased  (ie,  syphilitic)  man. 

The  physical  examination  is  quite  com- 
patible with  the  diagnosis  of  advanced  cir- 
rhosis. Our  patient  had  scleral  icterus,  ascites, 
hepatomegaly,  caput  medusae,  and  dependent 
edema.  Not  noted  were  evidence  of  mental 
decompensation,  spider  angiomata,  liver 
palms,  gynecomastia,  or  testicular  atrophy, 
which  also  commonly  occur  in  chronic  liver 
disease.  Nonetheless,  this  observer  is  confident 
the  patient  did  indeed  have  alcoholic  cirrhosis. 

A secondary  hepatoma  is  not  easily  substan- 
tiated or  dismissed  on  physical  examination, 
but  all  the  stigmata  suggesting  advanced  liver 
disease  are  supportive  with  the  exception  of 
jaundice,  which  is  rare  in  patients  with  hepa- 
tomas. About  50%  of  hepatoma  patients  also 
have  bleeding,  either  in  the  G.I.  tract  or  into 
the  peritoneum.  The  two  most  specific  indi- 
cations of  a hepatoma,  vascular  bruits  and 
serosal  friction  rubs,  are  not  mentioned. 

Syphilis,  the  great  masquerader,  does  not 
present  in  any  of  its  known  forms,  which  in- 


clude nem-osyphilis  with  tabes  dorsalis  and 
optic  atrophy,  cardiovascular  syphilis  with 
lesions  such  as  aortic  insufficiency  and  aneu- 
rysm, and  late  benign  syphilis  with  gummas, 
which  are  found  mainly  in  the  skin  and  bones. 

Amyloidosis  becomes  less  likely  for  consid- 
eration in  the  absence  of  purpura,  macroglos- 
sia,  and  cardiopulmonary  involvement  al- 
though occasionally  amyloid  deposits  occur 
mainly  in  the  liver  and  present  as  hepato- 
megaly only. 

Another  diagnosis  suggested  by  physical 
examination  is  tumor  thrombosis  of  hepatic 
veins  (Budd-Chiari  Syndrome).  This  syn- 
drome is  associated  with  hepatoma,  hyper- 
nephroma, cancer  of  the  pancreas,  and  blood 
dyscrasias,  but  this  clinical  course  of  slow  de- 
terioration over  months  is  unlikely  with  the 
Budd-Chiari  Syndrome. 

Lastly,  an  occult  malignancy  of  the  G.I. 
tract  with  guaiac  positive  stools  and  secondary 
metastases  to  the  liver  should  also  be  consid- 
ered. 

Laboratory  data  are  grouped  to  show  how 
they  support  the  initial  diagnoses.  (Table  1) 
Pertinent  points  are: 

1.  Mild  anemia,  either  nutritional  or  iron 
deficiency,  is  often  seen  in  conjunction 
with  alcoholic  cirrhosis. 

2.  Polycythemia  or  leucocytosis  would  be 
more  likely  seen  in  hepatoma. 

3.  SMA/12  profile  shows  evidence  of  liver 
disease,  but  the  alkaline  phosphatase  of 
334  and  the  lactic  dehydrogenase 
(LDH)  of  358  are  somewhat  higher 
than  one  would  expect  in  cirrhosis.  Thus 
a hepatoma  is  more  likely  although 
cholangio-carcinoma  might  also  be  sug- 
gested. 

4.  Very  high  cholesterol  values  are  occas- 
ionally seen  in  hepatomas. 

5.  The  RPR  of  1:8  with  a positive  FTA 
may  represent  a fixed  reaction  from  in- 
active disease.  This  relatively  low  titer 
with  no  others  for  comparison  makes 
active  syphilis  and  amyloid  disease  un- 
likely. 
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TABLE  1 

Differential  Diagnoses* 


cirrhosis 

Syphilis 

Hepatoma 

Amyloidosis 

HeUstitlc 

Carcinoma 

(prostate) 

CBC 

+ 

+ - 

-1-  - 

4 - 

4 - 

SMA-12 

+ - 

± - 

-4 

4 - 

+ - 

RPR 

FTA 

-f  - 

- 

-t-  - 

- 

4 - 

Protein 

Electrophoresl 

4 - 

4- 

4 - 

4-  - 

Ascitic 

Fluid 

_? 

- 

4- 

- 

- 

H.fl.A. 

+ - 

4 - 

4-  - 

4-  - 

4-  - 

Alpha-fetal 

Protein 

50% 

Positive 

Creatinine 

+ - 

4-  - 

- 

EKG 

- 

- 

Urinalysis 

+ - 

4-  - 

+ - 

4- 

4- 

*See  text  for  explanation. 


6.  The  decreased  albumin  and  increased 
globulin  are  most  compatible  with  cir- 
rhosis and  hepatoma. 

7.  Ascitic  fluid  analysis  is  striking  be- 
cause of  the  presence  of  blood;  intra- 
peritoneal  hemmorhage  occurs  in  over 
1/3  of  diagnosed  hepatomas  but  is  rare- 
ly found  (0.4%)  in  patients  with  pure 
cirrhosis.  1 Metastic  cancer  to  the  liver 
and  faulty  technique  are  other  causes  to 
be  considered. 

8.  Alpha-fetal  protein  is  variously  positive 
in  30-80%  of  patients  with  hepatomas. 
The  incidence  is  highest  in  studies  per- 
formed in  Africa.  The  titer  of  alpha- 
fetal  protein  commonly  falls  late  in  the 
course  of  the  illness.^ 

9.  Normal  creatinine  helps  to  eliminate  the 
possibilities  of  hepatorenal  syndrome, 
renal  cancer  metastatic  to  the  liver,  and 
amyloidosis  which  commonly  involves 
the  kidney. 

10.  Normal  EKG  helps  to  exclude  syphilis 
and  amyloidosis. 

11.  Albuminuria  may  be  secondary  to  pros- 


tatic cancer  or  amyloid  in  the  kidney. 

12.  The  chest  x-ray  and  liver  scan  are  non- 
diagnostic. 

Problem  No.  2 seems  to  be  a straightforward 
episode  of  bleeding  from  varices  which  was 
controlled  by  esophageal  tamponade.  This 
conclusion  must  be  temporized  by  the  fact  that 
less  than  30%  of  upper  G.I.  hemorrhage  in  the 
presence  of  varices  comes  from  the  varices.^ 
Esophagoscopy  or  arteriography  could  have 
eliminated  this  confusion..  Cessation  of 
hemorrhage  by  use  of  the  Sengstaken-Blake- 
more  tube  is  no  more  diagnostic  of  bleeding 
varices  than  is  tossing  a coin. 

The  upper  G.I.  bleeding  in  this  case  is  con- 
sistent with  the  diagnosis  of  advanced  cirrhosis 
and  end-stage  hepatoma.  The  Budd-Chiari 
Syndrome  and  secondary  cancer  deposits  in 
the  liver  are  less  likely. 

The  terminal  decline  of  the  patient  raises 
several  possibilities.  First,  and  most  likely, 
the  patient  developed  gram-negative  sepsis, 
possibly  from  diverticuli,  or  spontaneous  peri- 


FIGURE  1 

Hepatoma  of  liver  with  invasion  of  vena  cava 
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FIGURE  2 


Hepatocarcinoma  (lower  half)  with  cirrhosis 

tonitis,  which  occurs  in  cirrhotics,  or  from  a 
Foley  catheter,  which  was  undoubtedly  in  use 
by  this  time.  Following  the  sepsis  he  had 
multi-system  collapse  and  death. 

Second,  liver  functions  are  consistent  with 
massive  collapse  of  parenchymal  cells.  The 
lactic  dehydrogenase  (LDH)  of  3,750  is  higher 
than  expected  and  is  suggestive  of  tumor  or 
kidney  necrosis.  However,  pre-renal  failure 
was  indicated  by  BUN  of  79  and  creatinine 
1.0,  thus  eliminating  the  kidney  as  the  source 
of  LDH  elevation. 

Lastly,  the  presence  of  a sugar  of  29  mg/100 
ml  needs  further  explanation.  Hypoglycemia 
has  been  found  in  patients  with  massive  liver 
failure  as  well  as  hepatomas.  Severe  liver  fail- 
ure generally  results  in  loss  of  glycogen  stores, 
decreased  glucose-6-phosphatase  activity,  and 
decreased  inactivation  of  circulating  pancrea- 


FIGURE 3 

Tumor  emboli  in  alveolar  capillaries 

tic  insulin.  All  of  these  contribute  to  a de- 
creased sugar.'* 

Hepatomas  have  been  known  to  have  in- 
creased uptake  of  glucose  and  increased  gly- 
cogen stores  when  surrounding  liver  cells  have 
shown  absent  glycogen  stores.  Klein  and 
Klein  have  demonstrated  that  the  serum  phos- 
phorus falls  with  glucose  tolerance  testing  in 
a patient  with  a hepatoma.  They  postulate 
that  the  tumors  may  lack  glucose-6-phospha- 
tase  enzymes.  5 Thus  on  The  basis  of  a hepa- 
toma we  could  explain  hypoglycemia  and  an 
increased  phosphorus.  Obviously,  phosphate 
clearance  is  also  affected  by  renal  failure. 
Hepatomas  also  cause  polycythemia,  hyper- 
calcemia, and  hypercalciuria.  Our  data  do 
not  support  these  phenomena. 

In  conclusion,  I hope  to  make  a Unitarian 
diagnosis  of: 
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1.  Hepatoma  developing  in  a cirrhotic  liver 

2.  Diverticulitis  of  the  colon 

3.  Terminal  gram-negative  sepsis 

Discussion 

A physician;  How  do  you  explain  the  potas- 
sium of  6.8  mEq/ per  liter? 

Dr.  Mulveny:  Sepsis  or  red-cell  hemolysis. 

Dr.  Cervi-Skinner:  His  shotgun  therapy  in  the 
last  three  days  might  well  have  included 
300  mg  of  intravenous  hydrocortisone. 

Dr.  Mulveny:  I agree. 

A physician:  How  do  you  explain  the  lowered 
platelet  count? 

Dr.  Mulveny:  Gram-negative  sepsis  plus  bleed- 
ing. 

Pathological  Discussion 

Dr.  S.  S.  Bjornson 
At  the  time  of  autopsy  there  was  approxi- 
mately 5,000  cc  of  clear  yellowish  fluid  in  the 
peritoneal  cavity.  The  liver  was  enlarged, 
weighing  2,600  grams,  and  the  entire  surface 
was  coarsely  lobulated.  On  section  the  liver 
cut  with  increased  resistance  with  numerous 
hemorrhagic  and  reddish-brown  nodules  scat- 
tered throughout  and  surrounded  by  fibrous 
connective  tissue.  The  nodules  measured  up 
to  4.0  cm  in  diameter.  Fleshy,  reddish-brown, 
tumorous  infiltration  was  demonstrated  in  the 
large  hepatic  veins  and  the  inferior  vena  cava. 
( Figure  1 ) The  gross  appearances  were  those 
of  multinodular  primary  liver  cell  carcinoma 
with  underlying  cirrhosis.  Microscopic  ex- 
amination revealed  a primary  liver  cell  carci- 
noma (hepatocarcinoma  or  hepatoma),  the 
neoplastic  hepatocytes  presenting  with  large 
prominent  nuclei  and  nucleoli  together  with 
abundant  cytoplasm.  (Figure  2)  An  under- 
lying portal  type  of  cirrhosis  was  present  with 
abundant  fibrosis.  The  lungs  showed  numer- 
ous tumor  emboli  throughout  the  smaller  radi- 
cals of  the  pulmonary  artery  tree.  ( Figure  3 ) 

Although  there  was  no  evidence  of  recent 
gastrointestinal  bleeding,  the  distal  esophagus 
revealed  varices,  one  of  which  was  thrombosed. 

Dr.  Bjornson  is  Senior  Pathologist,  Wilmington  Medical  Center. 
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Thrombosed  esophageal  varix 


(Figure  4)  The  pancreas  revealed  acute  pan- 
creatitis with  hemorrhage  into  the  head  and 
adjacent  body  and  foci  of  fat  necrosis  through- 
out the  surface.  The  prostate  was  involved 
by  a well  differentiated  adenocarcinoma. 
Blood  cultures  drawn  before  demise  were  all 
positive  for  gram-negative  rods. 

Anatomical  Diagnosis: 

Primary  liver  cell  carcinoma  (hepatocarci- 
noma or  hepatoma)  with  invasion  of  vena  cava 
and  tumorous  embolization  of  pulmonary  ar- 
terial tree. 


Acute  pancreatitis. 

Adenocarcinoma  of  prostate. 
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TEACHING  DIABETICS  TO  LIVE  WITH 
THEIR  DIABETES 

Several  months  ago  a new  teaching  program 
for  diabetics  and  their  families  was  inaugu- 
rated in  Wilmington.  The  program,  “Living 
with  Diabetes,”  is  taught  by  a specially 
trained  nurse,  Ms.  Marguerite  Spittle,  R.N., 
and  by  S.  Carolyn  Agnew,  R.D.,  and  Kay 
Covert,  R.D.,  using  a syllabus  designed  in 
consultation  with  me  and  other  physicians, 
nurses,  and  dietitians  in  this  community  and 
elsewhere  (Ms.  Spittle  in  particular  has  been 
to  many  seminars  and  meetings  on  the  teach- 
ing of  diabetes). 

The  program  consists  of  four  two-hour  ses- 
sions, two  per  week;  two  complete  programs 
are  presented  each  month,  in  the  Outpatient 
Department  of  the  Delaware  Division,  Wil- 
mington Medical  Center.  (Registration  and 
appointments,  428-2295;  fee  $20.00.) 

The  comments  made  by  the  first  sets  of  at- 
tendees reflect  well,  in  my  opinion,  upon  the 
general  concept  and  the  faculty. 

“When  we  found  out  that  my  husband  had 
diabetes,  I was  really  very  scared.  But  now 
that  I have  attended  this  class  I feel  very  com- 
fortable with  it  because  I know  much  more 
about  it.” 

“As  a refresher  course  (I  have  had  diabetes 
40  plus  years)  I found  the  course  very  valu- 
able. We  tend  to  get  careless  and  take  too 
many  liberties  with  diet.” 

“Thank  you  so  much  for  enlightening  me; 
I now  accept  my  husband’s  condition  as  some- 
thing I can  live  with  and  something  I don’t 
have  to  be  afraid  of.” 

“Our  only  regret  is  that  more  people 
have  not  heard  of  this  opportunity.  We  prom- 
ise to  pass  on  to  all  our  diabetic  friends  in- 
formation about  the  wonderful  series.” 

“There  were  many  things  I learned  which  I 
am  sure  will  make  it  easier  for  me  to  live  with 
this  disease.” 


“I  found  the  classes  on  diabetes  very  help- 
ful to  me  due  to  the  fact  that  I did  not  get 
enough  information  from  my  doctor  on  this 
complicated  disease.  I did  not  know  there 
was  a urine  test  to  do  at  home.  I did  not 
know  of  the  many  complications  that  could 
happen  in  diabetes.” 

This  last  note  is  the  only  one  of  the  batch 
that  is  worrisome.  Maybe  her  doctor  doesn’t 
want  her  to  test  her  urine.  Maybe  he  prefer- 
red her  not  to  know  about  retinopathy  or  pre- 
mature vascular  disease.  If  so,  that’s  his 
privilege.  There  is  no  intent  to  supplant  with 
this  program  a patient’s  own  doctor  in  his 
recommendations  to  his  patient  regarding  the 
ongoing  management  of  the  patient’s  diabetes. 
There  is  an  intent  to  remove  from  the  phy- 
sician’s shoulders  the  burden  of  adequately 
educating  his  diabetic  patients  about  their 
disease.  It  is  because  diabetics  are  so  varied 
as  clinical  problems  that  there  is  an  art  to 
their  management. 

But  it  is  individuals  who  have  diabetes;  each 
“diabetic”  is  a separate  person  with  unique 
problems  and  needs.  I have  tried  to  impress 
this  upon  the  nursing  and  dietary  faculty  of 
the  various  teaching  programs  for  diabetes 
which  are  now  ongoing  in  the  Wilmington 
Medical  Center.  I personally  feel  very  strongly 
that  the  only  proper  person  to  give  a diabetic 
patient  the  last  word  in  specific  directions 
about  the  best  management  of  his  diabetes  is 
that  patient’s  own  physician. 

All  of  you  who  believe  that  diabetic  pa- 
tients should  know  something  about  their  dia- 
betes are  urged  to  refer  your  diabetic  patients 
to  these  classes,  be  the  patients  young  or  old, 
recent  or  longstanding  diabetics.  But  please 
ask  them  after  the  course  if  there  were  any 
statements  in  conflict  with  their  prior  under- 
standing of  their  diabetes  or  with  your  recom- 
mendations. And  please  let  me  have  any  of 
your  suggestions  or  comments,  good  or  bad, 
on  our  program.  Only  with  feedback  is  there 
potential  for  improvement. 

B.Z.P. 
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REPORTS  OF  SPECIAL  COMMinEES 
(Continued) 

SCHOOL  HEALTH  COMMITTEE 

In  the  absence  of  any  significant  response  to  two 
requests  last  year  for  ideas  of  actions  thought  to  be 
necessary  by  this  Committee,  we  did  not  call  a com- 
mittee meeting.  The  School  Health  Advisory  Com- 
mittee of  the  State  Board  of  Education  did  meet  on 
several  occasions.  It  has  representations  from  the 
three  County  Societies,  as  well  as  the  State  Society. 

Most  of  the  action  taken  by  this  Committee  was 
of  a housekeeping  nature.  There  is  little  new  or 
different  to  report  in  spite  of  the  fact  that  the  Com- 
prehensive Health  Plan  for  the  State  re-emphasized 
the  need  for  improvement  in  health  education. 

The  Committee’s  activities  included  review  of: 
(1)  the  status  of  the  tuberculosis  skin  testing  and 
immunization  programs  in  the  schools;  (2)  a state- 
ment from  the  AMA  on  dispensing  medications  in 
schools;  (3 ) a position  paper  on  health  education  from 
the  State  Department  of  Public  Instruction;  (4)  the 
implication  of  the  backward  step  by  the  State  govern- 
ment regarding  fluoridation  of  water  supplies;  and 
( S ) the  problems  of  dental  coverage  only  for  those 
on  Medicaid  (welfare) . 

With  budgetary  restrictions  and  inflation,  it  is 
difficult  to  get  any  new  programs  accepted.  There 
has  been  a little  movement  toward  bringing  drug 
education  closer  to  the  total  problem  of  health  edu- 
cation. Those  responsible  for  the  drug  education  ef- 
fort are  realizing  that  drug  education  is  only  a small 
aspect  of  education  for  living  in  all  ways,  which  is 
actually  what  health  education  is  all  about. 

The  AMA  and  the  NEA  have  recommended  that 
we  take  action  on  several  proposals  at  the  State  level. 
The  Committee  recommends  for  consideration  of  the 
House  of  Delegates  Resolutions  7,  8,  and  9. 

Robert  W.  Erelick,  M.D.,  Chairman 

VENEREAL  DISEASE  COMMITTEE 

The  Venereal  Disease  Committee  has  assisted  in 
organizing  a Venereal  Disease  Symposium,  which  will 


be  presented  at  the  Delaware  Academy  of  Medicine 
on  November  19,  1974.  The  Symposium  will  be 
sponsored  by  the  Medical  Society  of  Delaware,  the 
Delaware  Division  of  Public  Health,  and  the  Pre- 
ventive Medicine  Section,  Department  of  Medicine, 
Wilmington  Medical  Center.  A copy  of  the  pro- 
gram is  on  file  in  the  Society  office.  The  program 
has  been  approved  for  6V2  credit  hours  by  the  Ameri- 
can Academy  of  Eamily  Physicians. 

William  A.  Taylor,  M.D.,  Chairman 

REPORTS  OF  LIAISONS  AND 
REPRESENTATIVES 
AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS,  STATE  OF  DELAWARE 

It  has  been  my  pleasure  to  be  appointed  Liaison  for 
the  American  Association  of  Medical  Assistants,  State 
of  Delaware,  in  October  of  1973.  This  appointment 
was  confirmed  by  the  Medical  Society  of  Delaware 
at  that  time. 

The  annual  state  convention  of  the  association  was 
held  on  October  12,  1973.  I was  unable  to  attend 
this  convention  because  of  being  in  Honolulu,  Hawaii 
for  the  Congress  of  Neurological  Surgeons  annual 
meeting. 

In  December  of  1973  I was  able  to  attend  the  an- 
nual Bosses’  Nite,  held  at  the  University  and  Whist 
Club.  On  this  particular  evening,  the  Medical  Assis- 
tants of  New  Castle  County  invite  their  bosses  for 
an  evening  of  entertainment  and  socializing.  This 
event  can  be  highly  recommended  for  anyone  to  at- 
tend. 

During  the  past  year,  the  American  Association  of 
Medical  Assistants,  State  of  Delaware,  following  the 
examples  set  by  the  National  Committee,  proposed  and 
adopted  several  changes  in  their  Constitution  and  By- 
Laws. 

One  of  the  major  items  that  have  been  discussed, 
and  apparently  a solution  has  been  reached,  is  that 
the  Delaware  Chapter  of  American  Association  of 
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Medical  Assistants  is  leaving  the  National  Organiza- 
tion effective  January  of  1975.  As  yet,  an  official 
name  has  not  been  selected;  however,  the  word  "state” 
will  be  dropped  and  instead,  a county  name  will  be 
selected.  Apparently,  other  state  organizations  have 
become  dissatisfied  with  national  representation,  and 
the  State  of  Delaware  is  now  following  this  apparent 
trend. 

The  annual  convention  of  the  American  Associa- 
tion of  Medical  Assistants  will  be  held  on  Saturday, 
October  12,  1974,  an  all  day  session  from  9-5  at  the 
Academy  of  Medicine.  The  installation  of  new  of- 
ficers will  take  place  at  that  time.  All  physicians 
are  invited. 

In  closing,  I urge  my  colleagues  whose  employees 
are  members  of  this  Association  to  encourage  them 
to  participate  frequently  and  enthusiastically  in  the 
Association.  I would  also  urge  my  colleagues  who 
have  not  yet  had  their  employees  join  this  association, 
to  do  so  at  their  convenience  as  I feel  that  this 
Association  is  very  worthwhile  and  brings  the  em- 
ployees of  the  various  physicians  closer  together  with 
the  result  being  a much  stronger  union  between  phy- 
sicians and  Medical  Assistants. 

Milan  Q.  Felt,  M.D.,  Liaison 

AMERICAN  CANCER  SOCIETY, 
DELAWARE  DIVISION,  INC. 

On  August  31,  1974,  the  Delaware  Division  of  the 
American  Cancer  Society  completed  another  year  of 
active  programming  in  Delaware. 

The  Service  Program  of  the  ACS  received  major 
emphasis  in  Delaware.  A total  of  3 37  cancer  patients 
were  helped  with  drugs,  dressings,  prostheses,  blood 
counts,  nursing  and  homemaker  visits,  or  transpor- 
tation. Reach- to-Recovery  volunteers  called  on  88 
post-mastectomy  patients;  seven  patients  were  aided 
by  the  new  ostomy  program;  and  speech  classes  were 
held  twice  monthly  in  Wilmington  and  Milford. 

Herbert  M.  Baganz,  M.D.,  is  chairman  of  the  ACS 
Delaware  Division  Professional  Education  Committee. 
Unit  chairmen  are:  Ekkehard  Schubert,  M.D.,  New 
Castle  County;  O.  Keith  Hamilton,  M.D.,  Kent 
County;  and  Richard  B.  Crabb,  M.D.,  for  Sussex 
County. 

Professional  Education  activities  were  highlighted 
by  a conference  for  pediatricians  on  "Infections  in 
Childhood  Cancer,”  and  a conference  for  nurses  on 
"Cancer  in  Children,”  held  at  Delaware  State  College. 
Two  hundred  nurses  attended,  and  four  physicians 
were  involved  as  speakers. 

The  ACS  sponsored  one  physician  to  attend  the 
National  Cancer  Conference  on  Virology  and  Im- 
munology in  New  York;  two  Wilmington  Medical 
Center  residents  to  the  National  Conference  on  Child- 
hood Cancer  in  Dallas;  one  nurse  to  the  National 


Conference  on  Cancer  Nursing  in  Chicago;  and  one 
senior  student  nurse  from  the  College  of  Nursing, 
University  of  Delaware,  to  the  summer  Work  Study 
Program  at  Sloan  Kettering  Institute,  New  York. 

Tumor  Control  Conferences  were  held  twice 
monthly  in  all  the  hospitals  of  Delaware.  Consultant 
physicians  from  Delaware  or  nearby  states  are  speak- 
ers and  discussion  leaders  at  these  conferences,  which 
are  a part  of  the  Delaware  Tumor  Control  Centers’ 
program. 

A new  teaching  model  for  examination  of  the 
Colon/Rectum,  three  films,  and  three  sets  of  Medcom 
slides  have  been  purchased  as  aids  to  professional  edu- 
cation. Hospital  librarians  are  routinely  notified 
whenever  a new  publication  or  teaching  aid  is  pur- 
chased. 

A new  first  for  Delaware!! — Miss  Eleanor  Beste, 
R.N.,  has  completed  a course  in  enterostomal  therapy 
at  Emory  University,  Atlanta.  She  is  accepting 
physicians’  referrals  for  consultation  service  to  pa- 
tients and/or  families.  Her  educational  experience 
was  sponsored  by  the  Delaware  Division  of  Public 
Health  and  the  ACS. 

V.  Terrell  Davis,  M.D.,  is  Chairman  of  the  Division 
Public  Education  Committee.  Public  Education  pro- 
grams reached  an  audience  of  79,984  with  visual  aids 
and/or  speakers.  Every  effort  is  being  made  to  add 
"action”  to  the  programs.  A successful  "Pap”  screen- 
ing clinic  was  held  in  Claymont.  Nurses  under  the 
direction  of  the  physician  tested  76  women.  A 
successful  Mother-Daughter-Teacher  program  on 
Breast  Self-Examination  was  another  "first”  in  New 
Castle  County.  A total  of  26  physicians  were  in- 
volved in  these  public  education  programs.  Programs 
which  included  physician  speakers  received  excellent 
response  from  the  audiences. 

The  Delaware  Tumor  Control  Centers  have  been 
operational  more  than  one  year,  with  clinics  and  con- 
ferences held  in  every  Delaware  hospital.  One  es- 
pecially successful  outreach  program  drew  a large 
audience  from  the  professionals  at  Dover  Air  Force 
Base.  The  Tumor  Control  Centers  are  eager  to  ex- 
tend knowledge  about  cancer  control  to  ALL  health 
professionals. 

The  Breast  Screening  Demonstration  Project,  under 
the  direction  of  Leslie  W.  Whitney,  M.D.,  has  sched- 
uled 5 000  women  to  attend  the  project  in  1974. 
Along  with  the  screening,  which  includes  physical 
palpation,  thermography,  and  xeroradiography,  the 
women  are  also  taught  how  to  examine  their  own 
breasts.  This  project  has  been  recommended  as  a 
"model  project”!  ACS  gave  the  project  $5,000. 

This  IS  the  second  year  of  the  ACS’  four-year 
Uterine  Cancer  project.  The  goal  is  a "Pap”  test  for 
every  woman  over  20  by  1976.  The  Delaware  Uter- 
ine Cancer  Task  Force,  of  which  I am  chairman,  has 
completed  a survey  of  15%  of  the  households  in  the 
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state,  and  is  awaiting  interpretation  by  the  Statistics 
Department  of  the  University  of  Delaware.  First 
indications  are  that  nearly  70%  of  the  women  in 
Delaware  have  had  a "Pap”  test;  this  is  high  compared 
to  the  national  figure  of  5 0% 

The  University  of  Delaware  College  of  Nursing  re- 
ceived another  $5,000  grant  from  the  ACS  for  the 
continuation  of  a Continuing  Education  Course  to 
train  nurses  in  health  and  physical  assessment,  includ- 
ing the  "Pap”  test  and  breast  examination. 

Another  $10,000  was  pledged  by  the  ACS  for  the 
Delaware  Cancer  Network. 

In  other  cooperative  community  service  projects, 
the  ACS  helped  support  a community  health  worker 
at  Southbridge  Medical  Activities  Center  with  a 
grant  of  $2,200. 

1973-74  saw  the  second  annual  Swim-to-Sink- 
Cancer  Swim-a-thon,  combining  the  healthy  activity 
of  swimming  with  the  noble  goal  of  eradicating  can- 
cer in  our  life-time.  Several  hundred  youngsters  sup- 
ported this  important  activity. 

On  March  1 1,  "Cancer:  The  Cell  That  Won’t  Die” 
was  shown  as  a 90-minute  special  on  the  NET  Net- 
work as  a part  of  the  series,  "The  Killers.”  The  pro- 
gram covered  many  critical  and  important  aspects 
of  cancer,  and  a number  of  telephone  calls  to  local 
volunteer  physicians  resulted.  A re-run  of  this  ex- 
cellent program  was  aired  in  August. 

Outstanding  media  coverage  of  the  Breast  Screen- 
ing Project  at  the  Wilmington  Medical  Center  has 
been  apparent  throughout  the  year.  Editorials,  let- 
ters to  the  editor,  and  feature  stories  have  appeared. 
With  the  emphasis  on  breast  cancer  detection,  a 
special  story  on  the  Reach-to-Recovery  group  gen- 
erated new  members  and  clients. 

Radio  stations  across  the  state  continue  to  cooper- 
ate in  the  use  of  national  and  locally-produced  ACS 
educational  messages.  WAMS  Radio  Program  Direc- 
tor, Bruce  Smallwood,  was  co-chairman  of  the  suc- 
cessful 1974  Swim-a-thon.  WTUX  produced  Cru- 
sade messages,  using  local  personalities.  This  cooper- 
ation was  greatly  appreciated. 

As  Professional  Delegate,  I represent  the  Delaware 
Division  of  the  Cancer  Society  at  National  Board 
and  Committee  meetings.  The  Society  appreciates 
the  Medical  Society  of  Delaware’s  excellent  support 
and  interest. 

Oscar  N.  Stern,  M.D.,  Liaison 

COMMUNITY  COUNCIL  ON  EMERGENCY 
SERVICES 

As  representative  of  the  State  Medical  Society  to 
the  Community  Council  on  Emergency  Services  of 
New  Castle  County,  I am  pleased  to  give  you  a brief 
report  of  the  activities  of  this  Council  in  the  past 
twelve  months. 


We  have  met  at  almost  monthly  intervals  from 
October  1973  to  June  1974,  when  the  last  meeting 
was  held.  The  committee  has  chosen  the  Red  Cross 
Building  as  the  gathering  place,  selecting  the  third 
Thursday  of  every  month  at  the  19th  hour  as  the 
meeting  time.  A fairly  satisfactory  attendance  has 
been  obtained,  but  there  is  room  for  improvement. 
The  agencies  that  have  shown  the  greatest  interest 
are  the  American  Red  Cross;  the  Wilmington  Medical 
Center;  Riverside  Elospital;  the  Ambulance  Services 
of  the  Wilmington  Medical  Center;  city  and  volun- 
teer ambulance  companies;  A.C.E.P.;  Bureau  of  Eire; 
State,  County,  and  City  Police;  and  DIMS  (Delaware 
Interagency  Motor  Service)  and  Medical  Society  of 
Delaware. 

During  this  active  twelve  months  a wide  range 
of  topics  have  been  discussed  at  the  meetings.  An 
old  and  still  present  problem  is  the  active  representa- 
tion of  those  agencies  that,  in  our  opinion,  should 
be  involved  in  this  type  of  work.  Efforts  have  been 
made  to  contact  them  but  with  only  fair  response. 
A variety  of  problems  directly  related  with  ambu- 
lances have  been  ventilated.  Within  this  I can  men- 
tion the  upgrading  of  the  referring  doctor’s  informa- 
tion about  the  case  being  transported;  the  respon- 
sibility of  the  ambulances  in  cases  of  routine  trans- 
port; the  problem  of  stopping  ambulances  running 
with  lights  on  when  making  non-emergency  trans- 
ports; the  support  of  Senator  Margaret  Manning’s 
bill  regarding  the  right-of-way  to  be  given  to  emer- 
gency vehicles;  the  suggested  form  for  ambulance 
crews;  the  problem  of  proper  protection  in  transport- 
ing the  geriatric  patient  and  the  abused  child;  and 
the  parking  difficulties  at  the  congested  emergency 
wards.  Through  the  Council,  the  Volunteer  Ambu- 
lances have  agreed  to  cooperate  in  transporting  each 
other’s  patients.  The  subject  of  malpractice  insur- 
ance for  volunteer  ambulance  attendants  was  noted. 

The  Council  has  called  to  the  attention  of  the 
police  several  dangerous  traffic  sites  present  in  the 
city.  With  the  help  of  the  American  College  of 
Emergency  Physicians,  efforts  have  been  made  in  the 
categorization  of  emergency  facilities.  This  matter 
will  be  further  coordinated  by  the  Governor’s  Com- 
mittee. We  have  supported  a system  of  communica- 
tion amongst  the  several  emergency  rooms;  we  have 
kept  abreast  regarding  the  type  of  life-saving  equip- 
ment present  in  the  police  helicopter  and  ambulances, 
and  frequent  reports  are  given  regarding  the  system 
and  requirements  for  the  use  of  these  vehicles  and  in 
transporting  patients. 

On  the  subject  "in  the  determination  of  death,”  no 
final  decisions  have  been  reached,  and  help  has  been 
requested  from  Doctor  Edward  F.  Gliwa,  who  is 
seeking  an  opinion  from  the  Attorney  General. 

Several  complaints  from  ambulance  drivers  and 
physicians  have  also  been  presented  and  proper  solu- 
tions found. 
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There  is  close  communication  with  the  newly 
formed  Emergency  Medical  Service  Council  in  Sus- 
sex County. 

The  Council  is  kept  abreast  of  the  mock-disasters 
planned  and  held  in  the  county  as  well  as  of  the  dif- 
ferent health  programs  of  the  State  Fire  School.  We 
are  happy  to  hear  that  the  school  received  $396,000 
for  the  communications  systems,  through  the  Robert 
Wood  Johnson  Program,  and  we  are  happy  to  an- 
nounce that  the  total  training  program  for  ambu- 
lance technicians  is  currently  up  to  90  hours. 

L.  Mario  Garcia,  M.D.,  Representative 

CONTROLLED  SUBSTANCES  ACT 
ADVISORY  COMMITTEE 

The  purpose  of  this  committee  is  to  recommend 
to  the  Secretary  of  Health  and  Social  Services  or  his 
designee  legislation  and  regulations  to  improve  the 
Controlled  Substances  Act  and  to  act  as  a liaison 
between  the  Secretary  and  groups  most  affected  by 
the  act,  mostly  physicians  and  pharmacists. 

Their  most  important  work  so  far  this  year  has 
been  concerning  the  triplicate  prescription  forms. 
These  forms  contain  three  copies,  of  which  two  are 
sent  to  the  pharmacist  and  one  is  kept  for  the  phy- 
sician’s records.  When  the  pharmacist  receives  the 
two  copies,  he  fills  the  prescription  retaining  the 
first  copy  for  his  files  and  sending  the  second  copy 
to  the  State  Office  of  Narcotics  and  Dangerous  Drugs 
at  the  end  of  each  month.  Through  data  processing 
monthly  print-outs  would  include  patient’s  name 
and  address,  drug  name,  and  prescribing  physician. 
A scan  of  the  print-out  would  reveal  persons  obtain- 
ing prescriptions  from  several  physicians,  or  prac- 
titioners who  might  be  abusing  their  prescribing 
privileges.  These  prescription  forms  would  be  mostly 
for  Schedule  II,  and  possibly  III,  drugs,  and  it  carries 
favor  with  a lot  of  the  members  of  the  committee 
but  not  with  the  physicians  that  have  been  ap- 
proached so  far. 

The  Advisory  Committee  scheduled  hearings  for 
two  physicians  this  past  year,  after  the  committee 
voted  to  withhold  renewal  of  registration  to  handle 
controlled  substances.  The  one  hearing  was  cancelled 
because  the  involved  physician  chose  to  surrender  his 
controlled  substances  privileges  voluntarily,  and  was 
placed  on  probation  for  twelve  months.  The  second 
physician  had  the  hearing,  as  scheduled,  and  registra- 
tion for  Schedule  II  and  III  was  denied  to  him. 

The  above  have  been  the  highlights  of  the  func- 
tions of  this  committee  involving  physicians  in  my 
opinion.  Other  decisions  involved  security-type 
equipment  for  physicians  and  pharmacists  and  re- 
scheduling of  controlled  substances. 

Athena  T.  Nicholas,  M.D.,  Representative 


DATA  MANAGEMENT  COMMITTEE  OF  THE 
GOVERNOR’S  ADVISORY  COUNCIL  ON 
COMPREHENSIVE  HEALTH  PLANNING 

Commencing  in  February  1974,  a committee  was 
set  up  composed  of  Dr.  Joseph  Rule  and  Mr.  James 
Wilson  from  the  DuPont  Company,  Mr.  Martin 
Golden  and  Mr.  David  Krigstein  representing  the 
pharmacists,  Mr.  Roke  Lieberman  from  the  State  of 
Delaware,  a representative  physician  from  the  State 
of  Delaware,  and  me.  The  purpose  of  this  committee 
was  oriented  toward  changing  behavioral  patterns 
that  would  lead  to  a reduction  in  the  over-all  cost 
of  prescription  drugs  and  use  of  same  under  the  Title 
XIX  program  in  Delaware.  Education  of  the  pre- 
scriber,  the  dispenser,  and  the  user  was  agreed  to  be 
the  route  with  the  least  controversy  and  the  greatest 
payoff.  Obviously  it  was  hoped  that  this  also  would 
spill  over  into  and  become  applicable  to  situations  not 
involving  Title  XIX. 

The  first  aim  was  to  promote  the  prescribing  of 
drugs  generically  rather  than  by  trade  name.  Charts 
were  set  up  demonstrating  how  this  could  cause  a 
reduction  in  the  cost  of  the  drugs. 

Inpatient  drug  usage  studies  will  be  developed  and 
distributed  to  the  medical  community.  Finally,  in- 
dividual physician  prescribing  profiles  for  Medicaid 
will  be  distributed  to  the  physicians  in  the  commun- 
ity. 

Dr.  Donald  Brodie  was  asked  to  prepare  a paper, 
hopefully  for  publication  in  the  Delaware  Medical 
Journal,  which  will  be  based  on  drug  use  patterns 
for  1973  in  order  to  analyze  local  practices. 

It  is  also  hoped  that  we  can  get  certain  key  phy- 
sicians in  the  community  to  write  appropriate  papers 
and  have  them  published  in  the  Delaware  Medical 
Journal  in  a further  attempt  to  help  educate  the 
physicians  of  the  state. 

Another  perimeter  that  has  been  explored  and  that 
we  hope  to  pursue  further  is  that  of  abuse  of  certain 
drugs.  Needless  to  say,  the  overuse  and  abuse  of 
antibiotics  are  striking  examples  in  this  category. 
For  this  reason  we  have  asked  Dr.  William  Holloway 
to  write  a paper  addressed  to  this  subject,  and  he  has 
agreed  to  do  so.  We  have  also  talked  to  other  phy- 
sicians about  writing  papers  along  these  lines  in  other 
fields. 

One  of  the  projects  of  the  committee  is  to  select 
ten  or  fifteen  physicians  from  the  community  and  a 
like  number  of  pharmacists  in  an  experimental  at- 
tempt to  promote  the  practice  of  generic  prescribing. 
The  physicians  chosen  will  be  asked  if  they  will  make 
any  attempt  to  prescribe  strictly  generically  for  a 
period  of  time.  We  will  then  ask  certain  pharmacists 
to  encourage  the  practice  of  generic  prescribing.  This 
will  be  accomplished  in  such  a manner  as  not  to  of- 
fend physicians  and  not  to  overstep  boundaries  of 
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free  medical  choice.  An  example  of  how  this  will 
operate  is  that  the  pharmacist  might  call  a physician 
and  say,  "You  prescribed  a certain  drug  by  brand 
name.  If  I dispensed  that  drug  to  the  patient  by 
that  brand  name,  the  cost  will  be  x number  of  dol- 
lars; however,  if  you  will  let  me  dispense  the  same 
drug  generically,  to  the  patient,  I can  save  your  pa- 
tient X per  cent.” 

It  will  not  be  done  in  such  a manner  as  to  make 
the  physician  think  he  has  to  do  this,  but  hopefully 
will  be  presented  in  such  a manner  that  the  physician 
will  realize  that  the  pharmacist  is  merely  attempting 
to  save  his  patient  money. 

Mr.  James  Hudiburg  has  prepared  a list  of  the 
most  commonly  prescribed  drugs  by  brand  names 
and  listed  alongside  a generic  name.  This  is  to  be 
produced  in  a card  form  in  such  a manner  that  it 
could  be  kept  in  a handy  place  by  the  physician’s 
desk.  This  is  to  be  done  to  enable  the  physician  to 
readily  see  the  proper  generic  name  and  its  spelling 
of  a drug  in  order  to  encourage  its  prescription  by 
generic  name.  This  was  based  on  my  contention  that 
many  of  us  are  not  totally  familiar  with  the  generic 
names  of  many  drugs  or  their  spellings,  and  if  such  a 
guide  was  handy,  it  might  be  easier  to  encourage  the 
physician  to  prescribe  generically. 

This  is  a rough  outline  of  what  we  are  attempting 
to  accomplish  in  this  committee. 

Leo  W.  Hogan,  Jr.,  M.D.,  Representative 

DELAWARE  CHAPTER  OF  THE 
ARTHRITIS  FOUNDATION 

Last  year  The  Arthritis  Foundation  continued  its 
role  of  patient  referral  to  doctors  and  the  Arthritis 
Clinic,  at  the  same  time  supplying  educational  litera- 
ture about  the  disease  to  people  with  arthritis  prob- 
lems. Counselling  on  home  management  for  arth- 
ritics  has  been  possible  through  the  volunteer  work 
of  Miss  Coral  Morris,  University  of  Delaware  Home 
Management  Specialist.  The  Foundation  also  began 
the  loan  of  self-help  aids  to  needy  patients  at  the 
physician’s  request.  We  contributed  $2,000  to  the 
support  of  the  CHnic  at  the  Delaware  Division,  and 
we  have  prospective  plans  to  form  a downstate  clinic 
in  the  near  future. 

A Forum  was  held  last  fall  in  cooperation  with 
the  Academy  of  Medicine  with  a standing-room-only 
attendance.  As  a result,  two  forums  are  planned  for 
this  fall,  one  in  Wilmington,  co-sponsored  again  by 
the  Academy,  and  one  in  Milford.  As  last  year,  a 
panel  of  physicians  and  a therapist  or  nurse  will  dis- 
cuss various  phases  of  the  disease,  answering  related 
questions  from  the  floor. 

Films  and  speakers  were  made  available  to  groups 
and  organizations,  as  well  as  films  and  manuals  to 
nursing  schools  and  teachers  of  nursing  and  health. 


The  Foundation  also  makes  it  possible  for  interns, 
nurses,  and  therapists  to  attend  the  Pemberton  lec- 
tures in  the  fall.  The  Rheumatology  Elective  initi- 
ated last  year  at  Delaware  Division  has  made  it  pos- 
sible for  residents  to  study  rheumatology  for  one  or 
two  months,  making  rounds  and  observing  patients. 
We  hope  this  will  result  in  two  or  three  men  wanting 
to  specialize  in  the  field.  A Rheumatology  Confer- 
ence was  also  established  to  meet  monthly,  enabling 
residents  and  interns  to  learn  more  about  the  crip- 
pling disease  through  discussion  of  special  topics. 

Nationally,  the  Foundation  continued  to  send  one- 
third  of  its  income  for  arthritis  research  in  3 8 medical 
centers  throughout  the  country.  It  also  began  work 
to  urge  the  passing  of  legislation  that  would  appropri- 
ate federal  money  for  arthritis  research,  establishing 
Arthritis  Training  and  Demonstration  Centers. 

Russell  J.  Labowitz,  M.D.,  Liaison 

DELAWARE  DIABETES  ASSOCIATION 

The  Delaware  Diabetes  Association  has  had  its  an- 
nual activities  in  the  form  of  two  meetings:  a work- 
shop seminar  in  the  fall  and  a speaker  in  the  spring. 
Doctor  George  C.  Kyle  from  the  University  of  Penn- 
sylvania. We  were  again  involved  in  detection  this 
year,  as  a matter  of  fact  in  greater  numbers  than  ever 
before.  The  third  aspect  of  our  program  was  the 
one  perhaps  that  consumed  most  of  our  interest  and 
time  and  that  was  in  the  form  of  fund  raising.  We 
sponsored  a bazaar  in  the  Concord  Mall  and  we  had 
a mail  campaign,  which  as  those  things  go  was  rather 
successful.  We  are  planning  for  a major  fund-raising 
project  this  fall.  The  National  Association  has  re- 
vised its  agreement  with  the  affiliates,  and  we  will  in 
the  future  become  still  more  active  in  the  national 
organization. 

R.  Walter  Powell,  M.D.,  Liaison 

DELAWARE  HEALTH  SERVICES  AUTHORITY 

Governor  Peterson  in  November  1970  formed  an 
Ad  Hoc  Committee  to  Develop  Delaware’s  Health 
Care  Delivery  Mechanism.  The  Committee  attempted 
to  have  a cross  section  of  health  care  people,  and  as 
the  President  of  the  Medical  Society  in  1971  I par- 
ticipated. 

This  Ad  Hoc  Committee  (AHC)  was  offered  the 
chance  to  return  health  care  management  to  the 
people  of  Delaware  removing  it  from  the  control  of 
Health,  Education  and  Welfare  (HEW)  and  from 
the  control  of  State  Government.  Management  was 
to  be  established  through  the  cooperation  of  the  pro- 
viders (Comprehensive  Health  Planning  Council,  As- 
sociation of  Delaware  Hospitals),  the  payors  (Blue 
Cross-Blue  Shield  of  Delaware,  Inc.  and  other  health 
insurance  companies),  the  political  figures  (Secretary 
of  Health  and  Social  Services  and  members  of  the 
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General  Assembly),  and  finally  the  public.  The  AHC 
was  to  organize  and  establish  an  agency  that  was 
later  to  be  named  the  Delaware  Health  Services 
Authority  (DHSA). 

DHSA  started  as  a management  agency  to  funnel 
all  federal  health  care  dollars  to  all  worthy  health  care 
agencies,  public,  political,  or  private  so  qualified  and 
designated  by  Federal  law  and/or  Federal  regulation. 
Before  its  function  was  directed  by  a qualified  and 
employed  director,  DHSA  had  to  begin  service  with- 
out any  funds  to  funnel  since  such  money  was  re- 
routed by  President  Nixon’s  revenue-sharing  plan, 
thus  ending  DHSA  as  a "priority-setting  funnel  for 
all  Federal  health  dollars  flowing  into  Delaware.” 
Almost  simultaneously,  a new  political  base  was 
created  in  Delaware  that  didn’t  share  the  views  of 
an  informed  public  that  were  basic  with  DHSA. 

DHSA  changed  its  role  to  be  a funnel  to  collect 
health  care  information  that  could  aid  the  consumers 
and  providers  in  perfecting  health  care  in  Delaware. 
To  state  that  such  open  revelation  of  the  health  care 
industry  was  met  with  firm  opposition  is  a gross 
understatement  as  witness  the  demise  of  the  DHSA. 

The  facts  of  the  opposition  to  the  DHSA  are  con- 
tained in  the  filed  report  named  "Delaware  Health 
Services  Authority,  Inc — Final  Report.”  The  ac- 
complishments of  the  DHSA  are  listed  in  this  report: 

1 ) Funds  Flow  Study  for  Fiscal  1972. 

This  was  never  done  before  in  the  State  of 
Delaware. 

2)  Funds  Flow  Study  for  Fiscal  1973. 

This  attempted  to  show  the  defections  in  Medi- 
caid payments  to  the  State  of  Delaware. 

3 ) Physician  Access  Study. 

This  was  heard  of  with  great  concern  by  phy- 
sicians of  the  State  only  to  have  it  prove  the 
physicians  of  Delaware  were  dedicated  to  the 
care  of  their  needy  patients. 

4)  Second  Physician  Access  Study. 

This  was  a follow-up  to  the  first  in  another 
segment  of  a year’s  medical  care. 

5 ) Primary  Care  Survey. 

This  showed  many  people  pay  more  for  their 
medical  care  because  they  cannot  or  do  not 
know  how  and  where  and  when  to  enter  the 
health  care  system  of  Delaware. 

6)  Seminars  to  educate  the  public  in  health  care 
facts  and  proposed  health  care  programs. 

7)  Nurse  Availability  Study  in  Kent  County. 

8)  Methodology  for  a study  on  the  feasibility  of 
adding  a medical  school  component  at  the  Uni- 
versity of  Delaware. 

9)  Cooperation  with  the  Emergency  Medical  Ser- 
vices. 

10)  Assistance  to  the  Department  of  Health  and 
Social  Services  in  compiling  a Human  Services 
Inventory  for  Delaware. 

11)  Creation  and  sponsorship  of  "Health  Beat.” 


This  15,000  circulation  paper  served  as  a com- 
munications link  between  health  care  profes- 
sionals and  the  public,  as  a forum  for  discussion 
of  health  issues,  and  as  a vehicle  to  increase 
awareness  of  health  resources,  practices,  utili- 
zation, and  costs  among  the  citizens  of  Dela- 
ware. 

As  this  Society’s  original  representative  to  DHSA 
and  as  DHSA  representative  through  its  entire  ex- 
perimentation, I am  disappointed  to  have  to  report 
its  demise.  I would  hasten  to  add  that  the  greatest 
disappointment  is  that  the  public  loses  and  the  phy- 
sicians of  Delaware  lose  because  an  informed  public’s 
health  is  easier  to  manage  for  each  of  us  physicians. 

Rhoslyn  J.  Bishoff,  M.D. 

DELAWARE  HEART  ASSOCIATION 

In  the  year  ended  June  3 0,  1974  Delaware  Heart 
Association  raised  a quarter  of  a million  dollars, 
$1,500  identified  as  from  physicians.  Of  the  total 
Heart  Fund  dollar  spent,  29%  went  to  professional 
and  public  education,  25%  to  public  services,  23% 
to  administration  and  fund  raising  costs,  and  23% 
to  research,  both  local  and  national. 

Some  of  the  more  important  public  service  pro- 
grams were  as  follows: 

1.  The  strep  detection  service  which  did  over  65,- 
000  throat  cultures  for  streptococcus  this  year. 
Our  special  thanks  go  to  Doctor  William  J. 
Holloway  on  this  program. 

2.  Penicillin  for  children  and  young  people  fol- 
lowed in  five  rheumatic  fever  clinics  through- 
out the  State. 

3.  Risk  factor  screening  programs  in  Kent  County 
carried  out  in  cooperation  with  the  Kent  County 
Medical  Society. 

4.  High  blood  pressure  screening  programs  in  Sus- 
sex County  in  cooperation  with  the  Sussex 
County  Medical  Society. 

5.  A mobile  coronary  care  ambulance  evacuation 
system  with  telemonitoring,  and  ambulance  at- 
tendants extensively  trained  in  Cardio-Pulmon- 
ary  Resuscitation  and  coronary  care  techniques. 
This  is  being  developed  with  the  New  Castle 
County  Ambulance  Department  and  Wilming- 
ton Medical  Center  as  a special  project  of  the 
Heart  Ball  Committee,  and  should  go  into  full 
operation  in  the  near  future. 

6.  A portable  defibrillator  monitor  purchased  and 
made  available  for  use  in  ambtflances  in  Kent 
County  when  it  is  necessary  to  transport  coro- 
nary patients  between  hospitals. 

The  educational  efforts  have  been  very  extensive. 
The  David  Flett  duPont  lecture  in  May  was  by  Doc- 
tor H.  Mitchell  Perry  on  the  topic  "Hypertension — 
Screening  Evaluation,  and  Treatment.”  A twelve 
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hour  course  on  “Normal  and  Abnormal  Electrocardi- 
ography, Basic  Concepts”  was  presented  with  Doctor 
Paul  Pennock  as  the  principal  instructor.  A cardio- 
vascular nursing  program  was  conducted  in  Dover 
in  April,  and  one  in  nutrition  and  dietetics  in  the 
John  M.  Clayton  Hall  of  the  University  of  Delaware 
in  the  month  of  May.  There  were  12  public  service 
radio  educational  programs  over  WDEL,  several  tele- 
vision programs,  and  over  25  0 educational  movies 
viewed  by  approximately  10,000  people,  professional 
and  laymen.  Finally,  165,000  pieces  of  educational 
literature  were  distributed,  or  one  for  every  3.4  people 
in  the  State.  Ten  thousand  of  these  were  distributed 
to  physicians  as  Modern  Concepts  of  Cardiovascular 
Diseases  and  Current  Concepts  of  Cerebrovascular 
Disease-Stroke. 

We  appreciate  and  value  the  continuing  support 
of  the  medical  profession  and  hope  to  continue  to 
work  with  you  in  the  control  of  premature  death 
and  disability  from  heart  and  vascular  diseases. 

E.  Wayne  Martz,  M.D.,  Liaison 

DELAWARE  INSTITUTE  OF  MEDICAL 
EDUCATION  AND  RESEARCH 

BOARD  OF  TRUSTEES: 

JUDITH  G.  TOBIN,  M.D.,  Chairman,  Governor’s 
Appointee,  (Term  Expires  1975) 

RODNEY  LAYTON,  Esq.,  Vice  Chairman,  WMC, 
(Term  Expires  1976) 

ALBERT  W.  HOLMES,  Esq.,  Secretary,  Governor’s 
Appointee,  (Term  Expires  1974) 

DONALD  F.  CROSSAN,  Ph.D.,  Treasurer,  U.  of  D., 
(Term  Expires  1975) 

MR.  JAMES  HARDING,  WMC,  (Term  Expires 
1978) 

G.  DEAN  MacEWEN,  M.D.,  Governor’s  Appointee, 
(Term  Expires  1977) 

LESLIE  W.  WHITNEY,  M.D.,  WMC,  (Term  Ex- 
pires 1975) 

EDWARD  LURIE,  Ph.D.,  Acting  Executive  Secre- 
tary, U.  of  D. 

At  present  there  are  two  vacancies,  both  to  be 
appointed  by  the  University  of  Delaware. 

The  fiscal  year  1973-74  marked  the  fourth  year 
of  operation  of  dimer  and  in  June,  1974,  the  first 
"Delaware”  students  graduated  from  Jefferson  Medi- 
cal College.  Attached  is  a list  of  the  students  and 
their  internships.  At  present  there  are  eighty  students 
in  the  dimer  program,  twenty  in  each  of  the  four 
classes.  This  past  year  there  were  93  applicants  to 
the  program,  84  from  New  Castle,  6 from  Sussex, 
and  3 from  Kent.  Of  those  accepted,  24  were  from 
New  Castle,  2 from  Sussex,  and  1 from  Kent. 

Other  actions  of  the  Board  during  the  past  year 
included: 


1.  The  Board  developed,  approved,  and  presented 
the  budget  request  of  the  Institute  for  the  fiscal 
year  1974-75  to  the  Joint  Finance  Committee 
requesting  $2,618,538.  Only  $2,300,000  was 
appropriated,  and  the  attached  division  of  funds 
was  determined. 

2.  The  Board  worked  with  the  Financial  Aid  Com- 
mittee of  the  Delaware  Academy  of  Medicine 
in  awarding  grants  and  scholarship  assistance 
to  the  students.  Students  in  the  upper  three 
classes  each  received  $2,000  as  a grant.  First- 
year  students  each  received  a grant  of  $1,000 
and  additional  funds  as  proven  needed  up  to  a 
maximum  total  of  $2,000  each. 

3.  The  Board  accepted  a check  in  the  amount  of 
$2,488.13  from  the  Woman’s  Auxiliary  of  the 
Medical  Society  of  Delaware  designated  by  them 
to  DIMER  by  way  of  the  American  Medical  As- 
sociation’s education  research  foundation. 

4.  A study  to  ascertain  the  feasibility  of  establish- 
ing a medical  school  within  the  State  of  Dela- 
ware is  at  present  being  initiated  at  the  specific 
request  of  Governor  Sherman  Tribbitt.  In  fact 
the  State  Legislature  earmarked  $30,000  of  the 
DIMER  appropriation  specifically  for  this  study. 

5.  The  Secretary  of  Finance,  the  Honorable  John 
E.  Malarkey,  consented  to  act  as  the  fiscal  agent 
for  DIMER  funds,  hopefully  solving  the  prob- 
lem of  “conflict  of  interest”  brought  about 
when  the  University  of  Delaware  no  longer 
would  act  as  the  fiscal  agent. 

6.  The  Board  directed  that  $30,000  be  set  aside  for 
research  projects.  The  recipients  were  deter- 
mined by  a committee  composed  of  faculty  of 
the  University  of  Delaware  and  the  chief  of  the 
medical  staff  of  the  Wilmington  Medical  Cen- 
ter. 

Programs  of  the  University  of  Delaware 

1.  A search  committee  is  now  active  in  recruiting 
a new  director  of  the  Division  of  Health 
Sciences.  In  addition,  a neurophysiologist,  a 
cardiopulmonary  physiologist,  an  epidemi- 
ologist, a patho-physiologist,  some  in  conjunc- 
tion with  other  departments,  are  being  sought. 

2.  Enrollment  of  students  in  health  science  pro- 
grams at  the  University  continued  to  increase 
with  a total  of  204  students  enrolled,  an  increase 
of  25%  over  1972-73  and  300%  over  1970-71. 

3.  The  program  in  physical  therapy  is  underway, 
and  77  students  are  enrolled.  Affiliations  are 
established  with  hospitals  in  Delaware,  New 
Jersey,  and  Maryland. 

4.  The  medical  technology  program  continues  to 
grow  with  22  students  receiving  the  baccalaur- 
eate degree  in  June,  1974.  Approximate  total 
number  is  127  students.  The  revised  curricu- 
lum was  accredited  in  October,  1974.  Enroll- 
ment in  the  program  is  limited  by  space  only. 
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There  are  three  times  as  many  applicants  as  there 
are  spaces. 

5.  The  development  of  a health  science  major  is 
in  progress.  A wide  range  of  health  professions 
(ie,  health  care  administration,  hospital  adminis- 
tration, pre-medical  curriculum,  post-graduate 
education,  health  care  delivery  expertise,  nuclear 
medicine  technology)  is  being  evaluated. 

Programs  of  the  Wilmington  Medical  Center 

1.  Training  of  the  third  and  fourth  year  students 
has  continued.  All  Delaware  students  spend 
their  third  year  at  the  WMC.  The  fourth  year  is 
an  elective  year,  and  all  spend  part  of  it  at  the 
Center. 

2.  During  the  summer  of  1974  a total  of  22  first- 
and  second-year  Delaware  students  were  placed 
as  externs  in  Beebe,  Milford,  Kent,  Nanticoke, 
St.  Francis,  A.  I.  Du  Pont  Institute,  VA,  and 
Emily  Bissell  Hospitals. 

3.  The  family  practice  residency  has  flourished,  and 
at  present  there  are  14  residents  in  the  program. 
As  of  September,  third-year  students  have  the 
choice  of  a six-week  family  practice  elective. 
These  students  spend  two  weeks  in  the  family 
practice  office  at  the  Wilmington  Medical  Cen- 
ter, two  weeks  with  a physician  in  New  Castle 
County,  and  two  weeks  with  a physician  in  Kent 
or  Sussex  County. 

Continuing  medical  education  for  Delaware  phy- 
sicians is  a combined  effort  of  dimer,  wmc,  the  Uni- 
versity of  Delaware,  and  Jefferson  Medical  College, 
and,  of  course,  the  Medical  Society  of  Delaware.  The 
monthly  seminars  in  the  participating  hospitals  have 
been  well-attended  and  of  high  caliber. 

Judith  G.  Tobin,  M.D. 

JEFFERSON-DELAWARE  MEDICAL 
EDUCATION  PROGRAM 
CLASS  OF  1974 
HOSPITAL  APPOINTMENTS 


Alice  A.  Angelo 
Hartford  Hospital 
8 0 Seymour  Street 
Hartford,  Conn.  06115 

Kevin  D.  Crowley 
Womack  Army  Hospital 
Eort  Bragg 

Fayetteville,  N.C.  28307 

Anthony  C.  Dougherty 
Graduate  Hospital  of  the 
University  of  Pennsylvania 
19  th  & Lombard  Streets 
Philadelphia,  Pa.  17821 

Barbara  Lynne  Figgs 
Allentown  Hospital 
17th  & Chew  Streets 
Allentown,  Pa.  18102 


John  F.  Glenn,  III 
Misericordia  Division  of 
the  Mercy  Catholic 
Medical  Center 
54th  & Cedar  Avenue 
Philadelphia,  Pa.  19143 

Antonio  M.  Granda 
Vanderbilt  University 
Affiliated  Hospitals 
Nashville,  Tenn.  37203 


Clifton  H.  Hunt 
North  Carolina 
Baptist  Hospital 
300  S.  Hawthorne  Road 
Winston-Salem,  N.C. 
27103 


Robert  M.  Johnson 

Michael  L.  Podolsky 

Hartford  Hospital 

Boston  City  Hospital 

8 0 Seymour  Street 

818  Harrison  Avenue 

Hartford,  Conn.  06115 

Boston,  Mass.  02118 

William  A.  Meyer,  Jr. 

A*nna  W.  Sasaki 

Maryland  General  HospitalWilmington  Medical 

827  Linden  Avenue 

Center 

Baltimore,  Md.  21201 

P.O.  Box  1668 

Perry  L.  Mitchell 

Wilmington,  Del.  19899 

WMC 

Dennis  M.  Young 

P.O.  Box  1668 

Delaware  State  Hospital 

Wilmington,  Del.  19899 

New  Castle,  Del.  19720 

DELAWARE  INSTITUTE  OF  MEDICAL 

EDUCATION 

AND  RESEARCH 

1974-1975  Budget 

Total  DIMER  Budget 

2,300,000 

Jefferson  Subvention 
(80  students  @ 

$8,200)  

$656,000 

Upper  Class  Scholar- 
ships (60  students 

@ $2,000)  

120,000 

Freshman  Scholarships 
(20  students  @ 

$1,000)  

20,000 

Extra  Scholarships  

7,000 

27,000 

Fee  for  Delaware  Acad- 
emy of  Medicine  for 
handling  financial  aid 

applications  

750 

DIMER  Research  

30,000 

Feasibility  Study  

30,000 

Total  Committee  Funds 

$863,750  863,750 

$1,436,250 

80%  for  Wilmington  Medical  Center  $1,149,000 
20%  for  University  of  Delaware  $ 287,250 

$1,436,250 
Judith  G.  Tobin,  M.D. 

DELAWARE  INTERAGENCY  COUNCIL  ON 
SMOKING  AND  HEALTH 

The  Delaware  Interagency  Council  on  Smoking  and 
Health  continued  its  active  educational  role  during 
the  past  year.  Programs  were  especially  directed  at 
our  schools  where  medical  speakers,  films,  literature, 
posters,  and  displays  were  provided.  The  Council 
made  note  during  the  year  of  the  outstanding  service 
that  Mrs.  Robert  Frelick  is  performing  in  our  schools. 
The  Council  continues  to  participate  in  numerous  in- 
service  meetings  for  teachers  as  part  of  the  state  re- 
quirement for  teacher  training  in  the  area  of  alcohol. 
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drugs,  and  tobacco.  The  Council  urges  physicians 
not  to  smoke,  certainly  not  to  smoke  in  the  presence 
of  patients.  Physicians  should  do  everything  possible 
to  discourage  smoking,  particularly  among  youth  and 
adolescents. 

Patrick  F.  Ashley,  M.D.,  Liaison 

THE  DELAWARE  LUNG  ASSOCIATION 

Within  the  last  year  the  Delaware  Lung  Associa- 
tion has  participated  wherever  possible  in  educational 
programs  that  involve  physicians  and  students. 

Financial  grant  is  made  to  the  Student  Teaching 
Program  at  the  Wilmington  Medical  Center  under 
the  direction  of  Doctor  Wayne  Martz,  which  assists 
two  medical  students  to  further  their  education  in 
respiratory  disease. 

The  Delaware  Lung  Association  has  participated 
in  sponsoring  the  Infectious  Disease  Symposium. 

The  Delaware  Lung  Association  sponsored  a pro- 
gram in  Adult  Respiratory  Care  held  at  the  Delaware 
Academy  of  Medicine. 

Guest  speakers  involved  in  the  Continuing  Medical 
Education  for  Physicians  Program  throughout  the 
State  of  Delaware  are  sponsored  by  the  Delaware 
Lung  Association  when  such  lectures  apply  to  pul- 
monary and  respiratory  diseases. 

The  Delaware  Lung  Association  continues  its  on- 
going program  of  attempting  to  cooperate  with  phy- 
sicians in  matters  of  respiratory  disease.  The  prob- 
lem of  air  pollution  is  constantly  under  investigation 
by  committees  of  the  Delaware  Lung  Association. 
Physicians  are  on  these  committees,  and  most  of  the 
ongoing  work  is  ably  directed  by  the  Assistant  Execu- 
tive Secretary,  Jere  Floover. 

Physicians  are  assisted  in  doing  research  projects 
and  obtaining  equipment  from  time  to  time  such  as 
the  purchase  of  a fiberoptic  bronchoscope  to  be  used 
in  Wilmington. 

James  M.  Hofford,  M.D.,  Liaison 

DIVISION  OF  VOCATIONAL  REHABILITATION 

Over  the  past  year,  there  has  been  a significant 
improvement  in  liaison  with  the  Division  of  Voca- 
tional Rehabilitation.  Federal  guidelines  regarding 
administration  of  vocational  rehabilitation  were 
changed,  and  more  emphasis  was  placed  on  vocational 
training  of  the  handicapped.  Prior  to  this,  there  had 
been  a two  to  three  year  period  where  the  main  em- 
phasis for  vocational  rehabilitation  was  on  employ- 
ment and  training  of  the  chronically  unemployed  and 
economically  disadvantaged. 

During  this  period,  I believe  that  vocational  re- 
habilitation of  the  handicapped  in  Delaware  was  at 


a low  point.  I had  little  or  no  communication  with 
Vocational  Rehabilitation,  and  there  were  no  funds 
available  for  training  of  the  handicapped. 

This  situation  has  improved  considerably.  Most 
of  the  work  with  the  Division  of  Vocational  Rehabili- 
tation has  involved  patients  currently  at  The  Eugene 
duPont  Hospital  or  recently  discharged  from  The 
Eugene  duPont  Hospital.  Through  meetings  with 
Mr.  Ben  Barker,  head  of  the  Division  of  Vocational 
Rehabilitation,  a program  was  established  whereby 
Vocational  Rehabilitation  counselors  actively  partici- 
pate in  the  weekly  patient  conferences  at  The  Eugene 
duPont  Hospital.  In  this  way,  patients  who  will  be 
potential  candidates  for  Vocational  Rehabilitation  are 
called  to  the  attention  of  the  counselors,  and  we  can 
facilitate  their  eventual  vocational  training  and  place- 
ment. 

At  the  present,  we  have  restricted  our  activities 
to  individuals  who  are  on  a rehabilitation  program 
at  Eugene  duPont.  There  has,  however,  been  in- 
creased activity  from  Vocational  Rehabilitation  with 
other  individuals  who  have  been  referred  to  them 
from  social  service  groups  or  other  physicians. 

Our  eventual  goal  is  to  establish  a center  for  vo- 
cational training  of  the  handicapped  in  Delaware. 
At  the  present  time,  training  of  physically  handi- 
capped individuals  for  vocational  skills  must  be  done 
out  of  State  in  Virginia,  Pennsylvania  or  Maryland, 
as  there  are  no  adequate  facilities  in  Delaware.  We 
will  continue  to  work  with  the  Division  of  Voca- 
tional Rehabilitation  to  strengthen  the  already  good 
relationship  that  exists. 

Anthony  L.  Cucuzzella,  M.D.,  Liaison 

EASTER  SEAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  IN  DELAWARE 

My  report  to  the  House  of  Delegates  of  the  Medi- 
cal Society  of  Delaware  is  as  follows  and  is  a letter 
of  commendation  in  regard  to  my  requests  in  my 
report  of  1973. 

Doctor  William  B.  Cooper,  Jr.,  of  Seaford  is  chair- 
man of  the  Medical  Advisory  Board  which  meets 
quarterly  and  is  usually  attended  by  eight  to  ten  men 
at  each  meeting.  This  has  been  a great  help  to  the 
executive  director  of  the  Easter  Seal  Society  and,  in 
fact,  was  more  than  we  hoped  for.  Also,  Mrs.  Carl 
G.  Pierce,  Jr.  of  Rehoboth  acts  as  chairman  of  a 
group  which  got  together  about  twenty-five  doctors’ 
wives  and  visited  the  Rehabilitation  Center  in  George- 
town. Mrs.  Jane  Reinhardt,  president  of  the  Wo- 
man’s Auxiliary  to  the  Sussex  County  Medical  Society, 
complimented  Mr.  Guion  Miller  of  the  Easter  Seal 
Society  on  his  comprehensive  program  and  stated  the 
Auxiliary  learned  much  about  the  Center  and  was 
"impressed  to  see  the  work  done  there.” 

Mr.  Guion  Miller,  the  Board,  and  I are  very  grate- 
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ful  for  the  help  being  given  the  Rehabilitation  Cen- 
ter in  Georgetown. 

Arthur  J.  Heather,  M.D.,  Liaison 

MEDICAL  ADVISORY  COMMITTEE, 
DIVISION  OF  SOCIAL  SERVICES, 

STATE  OF  DELAWARE 

The  committee  became  a welded  unit  with  its  reso- 
lution advising  the  Secretary  of  Health  and  Social 
Services  even  though  the  Secretary  chose  to  ignore 
the  committee’s  advice. 

Secretary  J.  D.  White  was  invited  to  attend  a 
Medical  Advisory  Committee  Meeting.  He  did  not; 
hopefully  his  successor,  Mr.  Earl  McGinnes,  will  com- 
ply. 

The  December  meeting  concerned  itself  with  the 
review  of  nursing  home  problems  in  the  State,  such 
as: 

1.  Drug  systems  for  nursing  homes. 

2.  Training  programs  for  nursing  staff  and  nurs- 
ing home  administrators. 

3.  New  control  systems  mean  a change  in  reim- 
bursement for  pharmacists’  service. 

4.  Delaware  Home  and  Hospital  is  experiencing 
difficulty  in  finding  qualified  nursing  homes  to 
relieve  the  pressure  on  the  State  Hospital. 

5.  Under-staffing  at  Delaware  Home  and  Hospital. 

It  is  probably  best  to  consider  each  meeting  of  the 
Advisory  Committee  separately,  but  it  needs  to  be 
stated  this  Committee’s  members  are  developing  a 
respect  for  each  other  and  as  a unit  for  their  own 
purpose.  This  was  evidenced  when  they  didn’t  even 
bend  to  a rebuke  by  Mr.  Roger  Keister  of  Delaware 
Home  and  Hospital.  Next  they  asserted  themselves 
on  the  Eye  Care  Program  by  demanding  Secretary 
White  meet  with  a committee  to  discuss  the  Eye 
Care  Program. 

It  is  well  to  point  out  to  all  members  of  our  Medi- 
cal Society  that  patients  are  being  reviewed  more 
closely  for  Medicaid  but  are  having  the  cards  issued 
at  three-month  intervals. 

Mr.  James  C.  Hudiburg  announced  that  as  a result 
of  a Medical  Advisory  Committee  subcommittee 
study  an  educational  campaign  was  being  launched 
to  encourage  physicians  in  generic  prescribing. 

In  June  the  Committee  again  asserted  its  scope  of 
influence  by  pointing  to  its  authority  to  determine 
whether  Chiropracters  should  or  should  not  be  paid 
for  services  to  Medicaid. 

Protective  Services  with  its  two  units,  Assessment 
and  Treatment,  were  reviewed.  It  was  pointed  out 
that  Title  XVI  of  the  Delaware  Code  mandates  that 
a written  report  on  Child  Abuse  or  Neglect  be  made 
to  the  Division  of  Social  Services. 


At  the  September  18,  1974  meeting  a resolution 
was  passed  to  inform  the  Secretary  of  Health  and 
Social  Services  of  our  existence  and  to  invite  him 
to  use  our  committee  and  to  meet  with  us. 

Miss  Mae  Hightower  reviewed  the  accomplish- 
ments of  the  Delaware  Curative  Workshop.  It  was 
suggested  that  many  people  are  not  getting  the  ser- 
vices of  the  Delaware  Curative  Workshop  because  the 
potential  recipient  is  not  seeking  primary  medical 
care.  The  Curative  Workshop  is  considering  safety 
education  to  prevent  curative  need  through  a grant 
from  an  industrial  insurance  corporation. 

Foster  home  child  care  is  in  need  of  review. 

A structured  by-law  form  was  suggested  for  this 
Committee. 

Rhoslyn  j.  Bishoff,  M.D.,  Representative 

MENTAL  HEALTH  ASSOCIATION 

During  the  past  year  I have  had  the  opportunity  to 
meet  with  the  Mental  Health  Association’s  executive 
director.  Doctor  Lowell  Streiker,  on  several  occasions. 
In  addition,  I was  able  to  greet  the  Board  when  they 
held  their  spring  meeting  at  Rockford  Center. 

It  is  my  understanding  that  the  Mental  Health 
Association  supported  the  passage  of  the  mental  pa- 
tient’s Bill  of  Rights  law  as  well  as  the  new  com- 
mitment act. 

Presently,  the  association  is  assisting  the  Depart- 
ment of  Health  and  Social  Services  in  preparing  the 
Delaware  State  Hospital  for  its  accreditation  inspec- 
tion. 

Richard  J.  Kester,  M.D.,  Liaison 

SPINA  BIFIDA  ASSOCIATION  OF  DELAWARE 

The  Spina  Bifida  Association  of  Delaware  has  been 
active  in  many  areas  during  the  past  year.  The  As- 
sociation has  joined  with  42  other  Spina  Bifida  groups 
across  the  country  to  form  a Spina  Bifida  Associa- 
tion of  America  to  help  create  a national  awareness 
of  the  problem  of  spina  bifida,  to  investigate  its  asso- 
ciated problems,  and  to  encourage  research  with  the 
hope  of  finding  the  cause  and  possible  cure  for  this 
birth  defect.  The  group  has  moved  to  incorporate 
on  a local  level. 

Educational  activities  held  during  the  year  have 
included  monthly  meetings  attended  by  parents  where 
various  members  of  the  medical  profession  have 
spoken  in  order  to  help  the  parents  better  understand 
their  children’s  problems.  In  addition,  individual  par- 
ents have  participated  in  an  on-site  survey  in  con- 
junction with  the  Delaware  Easter  Seal  Society  to 
produce  a guide  to  Wilmington  and  vicinity  for  the 
physically  handicapped.  Individual  members  have 
embarked  on  a campaign  to  object  to  architectural 
barriers  to  the  handicapped. 
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The  Association  has  sponsored  a spring  camping 
weekend  at  Camp  Fairlee  Manor  courtesy  of  the  Eas- 
ter Seal  Society  and  also  held  a summer  picnic  at 
Landis  Lodge.  In  addition,  the  group  sponsored  a 
swim  program  for  pre-school  spina  bifida  children  at 
the  Leach  School.  During  the  past  year  fund  raising 
has  come  from  dues,  from  a booth  at  the  Charity 
Fair,  and  from  donations  received  from  other  organi- 
zations. Major  disbursements  during  the  year  have 
included  a donation  to  Camp  Manito,  travelling  ex- 
penses, and  donations  to  Camp  Fairlee  Manor  and 
Landis  Lodge  for  the  use  of  their  facilities.  In  ad- 
dition individual  family  aid  has  been  given  for  medi- 
cal expenses  and  to  help  with  the  procurement  of 
wheel  chairs.  In  the  medical  area  the  group  has 
sponsored  trips  for  parents  to  help  learn  more  about 
spina  bifida.  A representative  was  sent  to  the  Sym- 
posium at  Georgetown  University  Hospital  and  a 
delegate  sent  to  the  National  Convention  of  Spina 
Bifida  Associations  of  America.  In  addition,  a dele- 
gate was  sent  to  the  National  Board  of  Directors 
Meeting  of  the  Spina  Bifida  Association  of  America. 

The  members  of  the  group  feel  strongly  that  par- 
ents of  children  with  spina  bifida  need  support  from 
other  parents  with  the  same  problems  in  addition  to 
the  usual  medical  advice.  They  are  therefore  willing 
to  be  involved  by  meeting  with  parents  of  children 
born  with  spina  bifida  on  an  individual  basis  soon 
after  delivery.  The  organization  wishes  to  do  this 
on  an  individual  basis  in  order  to  support  the  parents 
in  this  difficult  period  and  would  be  pleased  to  have 
any  physician  who  has  a family  with  this  problem 
contact  them  as  soon  after  birth  as  possible.  In  this 
line  the  Social  Service  Departments  of  area  hospitals 
have  been  contacted  with  the  request  that  new  par- 
ents be  informed  of  this  group.  The  Spina  Bifida 
Association  of  Delaware  has  a hand-out  pamphlet 
which  is  available  to  physicians  for  use  in  their  offices 
and  would  be  happy  to  make  this  available  to  any 
physician  who  wishes  to  contact  the  group. 

Henry  R.  Cowell,  M.D.,  Liaison 

WOMAN’S  AUXILIARY  TO  THE 
MEDICAL  SOCIETY  OF  DELAWARE 

Summary  of  year’s  activities  from  October  1973 
to  October  1974. 

Community  Health  Education 

Members  volunteered  to  inform  citizens  of  various 
health  problems  in  Delaware,  such  as  the  needs  of 
migrant  workers,  the  necessity  for  fluoridation  of 
water  in  ALL  communities,  the  support  of  the  Re- 
cycling Centers.  Assistance  was  given  to  the  Na- 
tional Cancer  Survey  and  the  Breast  Screening  Pro- 
gram. AMA  pamphlets  concerning  the  hazards  of 
smoking  and  drug  abuse,  and  the  means  of  checking 
the  spread  of  VD  were  distributed  to  the  Junior  and 
Senior  High  Schools. 


Community  Health  Services 

A tour-luncheon-lecture  at  Stockley  Hospital  for 
the  Mentally  Retarded  was  held.  Some  members  give 
time  and  talent  there  weekly.  Others  manned  tables 
at  the  Delaware  State  Hospital  Fair,  contributed 
money  and  gifts  at  Christmas  to  Operation  Reindeer, 
and  still  others  served  in  various  hospitals  in  Delaware. 
A new  project  of  cheer  for  lonely  patients  at  Dela- 
ware Home  and  Hospital  for  the  Chronically  111  was 
instituted:  cards  and  small  gifts  for  patients  having 
no  relatives  or  friends  were  sent. 

Manpower,  refreshments,  entertainment  were  pro- 
vided at  parties  for  Senior  Citizens.  The  Family 
Court  Children’s  Room  continued  to  flourish.  Ap- 
proximately 40  youngsters  a month  have  been  using 
this  facility.  The  Committee  on  Visual  Screening 
and  Hearing/Eye  Testing  for  children  under  five 
years  reported  a total  of  1,111  tested,  28  referrals, 
3 followed  up — all  five  needed  treatment.  In  the 
29  pre-school  centers,  210  volunteers  gave  132  hours. 

Health  Manpovt/er 

The  policy  for  granting  financial  assistance  to 
nursing  and  paramedical  students  in  Delaware  has 
been  changed.  Screening  and  selection  of  applicants 
will  now  be  done  by  the  hospitals  concerned,  with 
one  exception  (the  Sussex  County  Chairman  will  con- 
tinue to  screen  applicants  for  the  Milford  Lion’s  Club 
Award  to  Milford  High  School  graduates).  Through 
innumerable  fund-raising  events,  a total  of  $2,800 
was  given  in  auxiliary  scholarships  directly  to  schools 
of  nursing.  Jacqueline  Williamson  was  awarded  the 
Sylvester  Rennie  Scholarship  by  the  Auxiliary  to  the 
Medical  Society  of  Delaware.  Forty  Allied  Medical 
Education  Directories  (published  by  the  AMA)  were 
purchased  and  distributed  to  school  guidance  coun- 
selors throughout  the  state.  Members  continued  to 
recruit  and  orient  students  in  the  Candy  Striper  pro- 
gram for  volunteer  hospital  duty.  Members  also 
were  actively  involved  with  the  Future  Nurses  Clubs. 

Fund  Raising  for  Medical  Education 

A letter  of  appeal  sent  last  fall  to  Delaware  phy- 
sicians resulted  in  a total  of  $1,25  3 for  medical 
schools  and  $3  00  for  the  dimer  fund.  Various  ways 
and  means  projects  resulted  in  the  grand  total  for 
AMA-ERF  of  $3,3  33.16,  and  for  the  Delaware  Acad- 
emy Student  Loan  Fund,  a total  of  $1,063. 

International  Health 

Free  samples  of  medication,  weighing  300  pounds, 
were  collected  and  sent  to  Nicaragua  earthquake  vic- 
tims. Doctors’  office  equipment,  furnishings,  and  in- 
struments were  sent  to  foreign  missions.  A large  as- 
sortment of  orthopedic  shoes,  braces,  artificial  limbs, 
etc.  was  collected  from  A.  I.  duPont  Institute.  The 
Visiting  Nurses’  Association  was  given  a supply  of 
children’s  vitamins,  antibiotics,  and  infants’  formulas. 
Also,  medication  was  donated  to  the  Dover  Mental 
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Hygiene  Clinic.  Quilts,  children’s  boxer  shorts,  and 
dresses  made  by  Auxiliary  members  have  been  sent 
to  Project  Concern.  Used  medical  books  have  been 
collected  for  use  in  other  countries. 

Legislation 

This  was  a very  active  year  for  legislation.  The 
State  Chairman,  twice  alerted  by  the  National  Chair- 
man, called  upon  members  to  write  personal  notes  to 
Delaware’s  congressional  representative,  asking  him 
to  support  Health  Bill  HR  7974  (the  Public  Health 
Service  Act) . Our  Senators  and  Representatives  were 
sent  letters  expressing  opposition  to  the  discrimina- 
tory continuance  of  wage  and  price  controls  on  health 
beyond  April  30,  1974.  Copies  of  these  letters  were 
sent  also  to  ranking  members  of  the  House  Banking 
and  Currency  Committee,  as  well  as  to  those  of  the 
Senate  Banking,  Housing  and  Urban  Affairs  Com- 
mittee and  to  the  national  AMA. 

In  response  to  an  S.O.S.  from  the  Medical  Society, 
phone  calls,  letters  and  telegrams  were  sent  to  our 
governor,  requesting  he  veto  H.B.  247,  which  offered 
a referendum  to  communities  that  had  not  already 
fluoridated  their  water. 

At  the  State  Mini-Workshop,  held  in  Smyrna  in 
the  fall,  legislation  was  a highlight  on  the  agenda. 
DELPAC  is  being  reactivated. 

Membership 

To  date  there  are  310  paid  members — 281  renewals 
and  29  new  members — and  3 honorary.  Unfortun- 
ately, we  lost  two  members,  Louise  McNinch,  Kent 
County,  and  Frances  Crabb,  Sussex  County.  New 
member  coffees  were  given  by  the  county  chairmen. 
We  would  like  every  spouse  of  every  member  of  the 
Medical  Society  to  join  the  Woman’s  Auxiliary.  An 
invitation  to  physicians’  spouses  to  join  the  Auxiliary 
was  included  in  the  February  1974  Newsletter  of  the 
Medical  Society. 

A fresh  idea  this  year  was  that  of  assigning  to  each 
new  member  a Personal  Auxiliary  Link  (her  PAL  for 
a year).  The  P.A.L.’s  will  be  the  younger,  active 
members  who  will  answer  questions,  offer  guidance, 
etc.  to  the  new  members. 

Meetings 

All  required  meetings  were  held.  Programs  relat- 
ing to  health  and  of  interest  to  doctors’  wives  were 
presented  by  qualified  speakers. 

The  first  County  Leadership  Seminar  was  held  by 
the  National  Auxiliary  in  February  in  Chicago.  This 
was  attended  by  Mrs.  Edward  F.  Becker,  President- 
Elect  of  the  New  Castle  County  Auxiliary.  The 
State  President  attended  the  Medical  Society  Board 
of  Trustees  meetings  and  reported  on  any  important 
Auxiliary  activities.  The  President  and  the  President- 
Elect  attended  state,  county  and  national  conferences, 
and,  together  with  committee  chairmen,  attended  the 
Eastern  Regional  Workshop  and  the  State  Mini- 


Workshop,  and  visited  neighboring  states’  Auxiliary 
meetings. 

Award 

At  the  National  Auxiliary  Convention,  held  in  Chi- 
cago in  June,  the  State  Auxiliary  was  honored  with 
an  Award  of  Merit,  given  by  AMA-ERF  for  our  sup- 
port of  medical  education. 

State  Newsletter  (Distaff) 

The  third  edition  of  The  Diamond  State  Distaff 
was  published  with  financial  aid  from  Stuart  Pharma- 
ceuticals, Division  of  I.C.I.  United  States,  Inc.  and 
the  editorial  assistance  of  Mrs.  Allston  J.  Morris  and 
the  office  staff  of  the  Medical  Society. 

Assistance  to  the  Medical  Society 

Many  members  have  assisted  the  Medical  Society 
office  staff  in  various  mailing  projects  when  called 
upon. 

Appreciation 

The  untiring  support  financially  and  otherwise  of 
the  Medical  Society  was  deeply  appreciated.  We  are 
also  grateful  for  the  generous  help  given  by  the  staff 
of  the  Medical  Society  Office. 

Mrs.  Allston  J.  Morris,  President  1974-1975 

NOMINATING  COMMITTEE 

A meeting  of  the  Nominating  Committee  was  held 
at  the  Delaware  Academy  of  Medicine  on  September 
19,  1974  to  consider  positions  to  be  filled  for  the 
year  October  1974  through  1975. 

The  following  nominations  were  made: 
Vice-President  — Bernadine  Z.  Paulshock,  M.D. 
Secretary  — David  A.  Levitsky,  M.D. 
Treasurer  — Peter  R.  Coggins,  M.D. 
Representative  to  the  Delaware 

Academy  of  Medicine  — Joseph  W.  Abbiss,  M.D. 

FOR  STANDING  COMMIHEES: 

Budget  Committee 

Alfred  E.  Bacon,  Jr.,  M.D. 

Conley  L.  Edwards,  M.D. 

Christos  S.  Papastavros,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

Medical  Economics  Committee 

Olin  S.  Allen,  II,  M.D. 

Robert  T.  Beattie,  M.D. 

I.  Favel  Chavin,  M.D. 

Ronald  C.  Corbalis,  M.D. 

Conley  L.  Edwards,  M.D. 

Warren  R.  Johnson,  M.D. 

John  M.  Levinson,  M.D. 

Douglas  W.  MacKelcan,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Joaquin  Palacio,  M.D. 

Robert  Scacheri,  M.D. 

Donald  Schetman,  M.D. 
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Roger  B.  Thomas,  Jr.,  M.D. 

I.  J.  Tikellis,  M.D. 

Howard  Wilk,  M.D. 

Medical  Review  Committee 

Daniel  A.  Alvarez,  M.D. 

Jason  L.  Campbell,  M.D. 

Conley  L.  Edwards,  M.D. 

Robert  E.  Erb,  M.D. 

John  T.  Hogan,  M.D. 

Alfred  Lazarus,  M.D. 

John  M.  Levinson,  M.D. 

Walter  W.  Moore,  M.D. 

William  Nicholas,  M.D. 

Joaquin  Palacio,  M.D. 

Edward  M.  Phillips,  D.O. 

R.  Walter  Powell,  M.D. 

Oleh  Sluzar,  M.D. 

Joel  R.  Temple,  M.D. 

Felix  R.  Santiago,  M.D. 

Medical  Services  Insurance  Committee 

Joseph  A.  Arminio,  M.D. 

Lawrence  Baker,  M.D. 

Joseph  M.  Barsky,  Jr.,  M.D. 

John  H.  Benge,  M.D. 

I.  Favel  Chavin,  M.D. 

V.  Terrell  Davis,  M.D. 

Neil  A.  de  Leeuw,  M.D. 

Thomas  E.  Dyer,  M.D. 

Conley  L.  Edwards,  M.D. 

Robert  E.  Erb,  M.D. 

Martin  Gibbs,  M.D. 

C.  E.  Graybeal,  M.D. 

O.  Keith  Hamilton,  M.D. 

Forrest  G.  Hawkins,  M.D. 

John  T.  Hogan,  M.D. 

Alfred  Lazarus,  M.D. 

John  M.  Levinson,  M.D. 

Howard  H.  Lyons,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Walter  W.  Moore,  M.D. 

Christos  S.  Papastavros,  M.D. 

Edward  M.  Phillips,  D.O. 

David  Platt,  M.D. 

R.  Walter  Powell,  M.D. 

Oleh  Sluzar,  M.D. 

Ignatius  J.  Tikellis,  M.D. 

Howard  Wilk,  M.D. 

Program  Committee 

Lanny  Edelsohn,  M.D. 

E.  Wayne  Martz,  M.D. 

Mustafa  Oz,  M.D. 

Jose  Pamintuan,  M.D. 

Eleonora  Schneider,  M.D. 

David  N.  Sills,  Jr.,  M.D. 

Charles  M.  Smith,  M.D. 

Public  Laws  Committee 

John  W.  Alden,  Jr.,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 


Norman  L.  Cannon,  M.D. 

V.  Terrell  Davis,  M.D. 

Edward  S.  Dennis,  M.D. 

Christopher  R.  Donoho,  M.D. 

Thomas  E.  Dyer,  M.D. 

Edward  F.  Gliwa,  M.D. 

Ali  Z.  Hameli,  M.D. 

Calvin  B.  Hearne,  M.D. 

David  Howard,  M.D. 

Vincent  G.  J.  Lobo,  M.D. 

Marjorie  J.  McKusick,  M.D. 

Peter  J.  Mette,  M.D. 

Allston  J.  Morris,  M.D. 

Gerald  J.  Savage,  M.D. 

Hugo  B.  Schwandt,  M.D. 

Publications  Committee 

Vincent  DelDuca,  Jr.,  M.D. 

Robert  B.  Flinn,  M.D. 

Calvin  B.  Hearne,  M.D. 

William  J.  Holloway,  M.D. 

Richard  H.  Morgan,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 

William  A.  Taylor,  M.D. 

Board  of  Medical  Examiners 

William  J.  Holloway,  M.D. 

John  H.  Furlong,  Jr.,  M.D. 

Marvin  V.  Andersen,  Jr.,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

William  E.  Miller,  M.D. 

Roger  B.  Thomas,  Jr.,  M.D. 

Alfred  Lazarus,  M.D. 

William  D.  Shellenberger,  M.D. 

Douglas  W.  MacKelcan,  M.D. 

Dewey  A.  Nelson,  M.D. 

Joseph  E.  Belgrade,  M.D.,  Chairman 
John  J.  Egan,  M.D. 

Palmarin  Francisco,  M.D. 

O.  Keith  Hamilton,  M.D. 

Marjorie  J.  McKusick,  M.D. 

As  a memorial  to  the  members  of  the  Society  who 
were  lost  through  death  during  the  past  year,  the 
assembly  arose  for  a moment  of  silence  as  the  names 
were  read: 


JOSEPH  J.  DA  VOLOS,  M.D. 

WALTER  W.  GOENS,  M.D. 

E.  H.  LENDERMAN,  M.D. 

RAYMOND  B.  MOORE,  M.D. 

DAVID  J.  REINHARDT,  III,  M.D. 

MARGARET  RICHEY,  M.D. 

HENRY  V.  P.  WILSON,  M.D. 

WILLIAM  A.  WRIGHT,  M.D. 

(Resolutions  considered  at  the  House  of  Delegates 
Meeting  will  be  published  in  the  February  1975  issue 
of  the  Delaware  Medical  Journal.) 

(The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical  Society 
office  and  is  available  to  members  for  reference.) 
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STANDING  COMMITTEES 


PUBLICATIONS  COMMITTEE 


BUDGET  COMMITTEE 


Peter  R.  Coggins,  M.D.,  Chairman 
A.  E.  Bacon,  Jr.,  M.D.  C.  S.  Papastavros,  M.D. 

C.  L.  Edwards,  M.D.  T.  S.  Vates,  Jr.,  M.D 

MEDICAL  ECONOMICS  COMMITTEE 


Olin  S.  Allen,  II,  M.D.,  Chairman 


D.  W.  MacKelcan,  M.D. 

R.  L.  Meckelnburg,  M.D. 

J.  Palacio,  M.D. 

,R.  Scacheri,  M.D. 

D.  Schetman,  M.D. 

R.  B.  Thomas,  Jr.,  M.D. 

I.  J.  Tikellis,  M.D. 

MEDICAL  SERVICES  INSURANCE  COMMITTEE 


R.  T.  Beattie,  M.D. 

I.  F.  Chavin,  M.D. 

R.  C.  Corbalis,  M.D. 
C.  L.  Edwards,  M.D. 
W.  R.  Johnson,  M.D. 

J.  M.  Levinson,  M.D. 


R.  Walter  Powell,  M.D.,  Chairman 
Joseph  A.  Arminio,  M.D.,  Vice-Chairman 


L.  Baker,  M.D. 

J.  M.  Barsky,  Jr.,  M.D. 
J.  H.  Benge,  M.D. 

I.  F.  Chavin,  M.D. 

V.  T.  Davis,  M.D. 

N.  A.  de  Leeuw,  M.D. 
T.  E.  Dyer,  M.D. 

C.  L.  Edwards,  M.D. 

R.  E.  Erb,  M.D. 

M.  Gibbs,  M.D. 

C.  E.  Graybeal,  M.D. 

O.  K.  Hamilton,  M.D. 
F.  G.  Hawkins,  M D. 


J.  T.  Hogan,  M.D. 

A.  Lazarus,  M.D. 

J.  M.  Levinson,  M.D. 

H.  H.  Lyons,  M.D. 

R.  L.  Meckelnburg,  M.D, 
W.  W.  Moore,  M.D. 

C.  S.  Papastavros,  M.D. 
McH.  Peters,  M.D. 

E.  M.  Phillips,  D.O. 

D.  Platt,  M.D. 

O.  Sluzar,  M.D. 

I.  J.  Tikellis,  M.D. 

H.  Wilk,  M.D. 


MEDICAL  REVIEW  COMMITTEE 


Edgar  R.  Miller,  Jr.,  M.D.,  Chairman 
R.  Walter  Powell,  M.D.,  Vice-Chairman 


W.  W.  Moore,  M.D. 
W.  Nicholas,  M.D. 


D.  A.  Alvarez,  M.D. 
J.  L.  Campbell,  M.D. 
C.  L.  Edwards,  M.D. 
R.  E.  Erb,  M.D. 


J.  Palacio,  M.D. 

E.  M.  Phillips,  D.O. 

F.  R.  Santiago,  M.D. 
O.  Sluzar,  M.D. 

J.  R.  Temple,  M.D. 


J.  T.  Hogan,  M.D. 

A.  Lazarus,  M.D. 

J.  M.  Levinson,  M.D. 


PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 


Gustave  K.  Berger,  M.D.,  Chairman 

D.  A.  Levitsky,  M.D. 
A.  Mansoory,  M.D. 


L.  M.  Baker,  M.D. 

S.  W.  Bartoshesky,  M.D. 
J.  H.  Benge,  M.D. 

S.  F.  Delgado,  M.D. 


E.  R.  Miller,  Jr.,  M.D. 
C.  M.  Moyer,  M.D. 

W.  Omans,  M.D. 

W.  P.  Portz,  M.D. 


J.  F.  Gehret,  M.D. 

R.  B.  Glidden,  M.D. 

D.  T.  Walters,  M.D. 


PROGRAM  COMMITTEE 

Mustafa  Oz,  M.D.,  Chairman 
L.  Edelsohn,  M.D.  E.  Schneider,  M.D. 

E.  W.  Martz,  M.D.  D.  N.  .Sills,  Jr.,  M.D. 

J.  Pamintuan,  M.D.  C.  M.  Smith,  M.D. 


Robert  B.  Flinn,  M.D.,  Chairman 

V.  DelDuca,  Jr.,  M.D.  R.  H.  Morgan,  M.D. 

C.  B.  Hearne,  M.D.  B.  Z.  Paulshock,  M.D. 

W.  J.  Holloway,  M.D.  W.  A.  Taylor,  M.D. 

PUBLIC  LAWS  COMMITTEE 


Allston  J.  Morris,  M.D.,  Chairman 
Gerald  J.  Savage,  M.D.,  Vice-Chairman 


J.  W.  Alden,  Jr.,  M.D. 
R.  J.  Bishcflf,  M.D. 

N.  L.  Cannon,  M.D. 

V.  T.  Davis,  M.D. 

E.  S.  Dennis,  M.D. 

C.  R.  Donoho,  M.D. 

T.  E.  Dyer,  M.D. 

SPECIAL 


E.  F.  Gliwa,  M.D. 

A.  Z.  Hameli,  M.D. 

C.  B.  Hearne,  M.D. 

D.  Howard,  M.D. 

V.  G.  I.  Lobo,  D.O. 

M.  T-  McKusick,  M.D. 
H.  B.  Schwandt,  M.D. 

COMMITTEES 


COMMITTEE  ON  AGING 


William  D.  Shellenberger,  M.D.,  Chairman 
K.  Anstreicher,  M.D.  Mrs.  L.  Jones 
Mrs.  R.  Archangelo  T.  G.  Kunyckyj,  M.D. 

J.  W.  Barnhart,  M.D.  Mr.  M.  Milbouer 


Mr.  P.  L.  Buehrle 
Miss  J.  Cadman 
Mrs.  E.  L.  Cain 
Miss  E.  B.  Chetkowska 
Mrs.  C.  B.  Hearne 
Rev.  C.  L.  Fulmer,  Jr. 
Ms.  D.  Gribbsby 

Mrs. 


C.  G.  Pierce,  Jr.,  M.D. 
H.  Reed,  M.D. 

Mrs.  D.  C.  Schwartz 
A.  R.  Shands,  Jr.,  M.D. 
Chaplain  L.  Swanson 
Mr.  R.  Templer 
A.  Vinograd,  M.D. 

K.  Wildt 


COMMITTEE  TO  IMPLEMENT 
RESTRUCTURING  THE  SOCIETY 


Rhoslyn  J.  Bishoff,  M.D.,  Chairman 
John  J.  Egan,  M.D.,  Co-Chairman 
D.  A.  Alvarez,  M.D.  L.  B.  Flinn,  M.D. 

J.  Beebe,  Jr.,  M.D.  O.  K.  Hamilton,  M.D. 

M.  H.  Dorph,  M.D.  H.  S.  Rafal,  M.D. 

P.  L.  Rothbart,  M.D. 


COMMITTEE  ON  EDUCATION,  SUPPLY, 
AND  DISTRIBUTION  OF  PHYSICIANS 
IN  DELAWARE 


David  A.  Levitsky,  M.D.,  Chairman 
Ms.  A.  S.  Bader  R.  B.  Glidden,  M.D. 

Mrs.  M.  J.  Clark  C.  E.  Graybeal,  M.D. 

C.  De  Hart,  M.D.  E.  W.  Martz,  M.D. 

Mr.  J.  DeLong  R.  L.  Meckelnburg,  M.D. 

J.  Gelb,  M.D.  B.  Rose,  M.D. 


CONTINUING  EDUCATION  AND 
CERTIFICATION  COMMITTEE 


George  F.  Mclnnes,  M.D.,  Chairman 


C.  Allen,  M.D. 

D.  A.  Alvarez,  M.D. 
G.  K.  Berger,  M.D. 

J.  L.  Campbell,  M.D. 


W.  R.  Johnson,  M.D. 

K.  A.  Kim,  M.D. 

L.  P.  Lang,  M.D. 

E.  W.  Martz,  M.D. 
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MEDICO-LEGAL  AFFAIRS  COMMITTEE 

Martin  Gibbs,  M.D.,  Chairman 
James  T.  Metzger,  M.D.,  Vice-Chairman 


L.  O.  de  Bernard,  M.D. 
N.  A.  de  Leeuw,  M.D. 

R.  E.  Eilert,  M.D. 

J.  Gelb,  M.D. 

C.  R.  Green,  Jr.,  M.D. 

K.  Gurdikian,  M.D. 

R.  C.  Hayden,  M.D. 


E.  D.  Bryan,  M.D. 

J.  E.  DeLaurentis,  M.D. 

D.  M.  Gay,  M.D. 

E.  F.  Gliwa,  M.D. 

B.  W.  Karrh,  M.D. 

M.  Liebesman,  M.D. 


P.  J.  Metre,  M.D. 

S.  S.  Morovati,  M.D. 

J.  Pamintuan,  M.D. 
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^etterd  to  the  -Qditor 


To  the  Editor: 

As  you  know,  the  State  Division  of  Mental 
Health  operates  a variety  of  mental  health 
facilities,  both  inpatient  and  outpatient,  serv- 
ing the  total  population  of  the  State  of  Dela- 
ware. We  are  in  the  process  of  developing 
brochures  describing  each  of  these  facilities 
and  will  be  sending  these  to  Delaware  physi- 
cians within  the  next  few  months.  In  the  in- 
terim, however,  I would  like  to  inform  you  of 
one  of  our  services  and  to  seek  physician  co- 
operation in  making  constructive  use  of  this 
program. 

I am  referring  to  the  Mental  Hygiene  Clinics 
in  each  of  the  counties.  In  reviewing  the  re- 
ferrals to  our  clinics,  we  notice  that  very  few 
persons  65  years  of  age  and  over  are  refer- 
red. The  clinics  seem  to  be  bypassed  when 
an  older  person  shows  s3rmptoms  of  men- 
tal pathology;  instead  the  patient  is  usually 
medically  committed  to  the  Delaware  State 
Hospital.  We  vi^ould  like  to  reverse  this  trend 
since  experience  shows  that  with  psychiatric 
care,  most  older  patients  do  improve  and  re- 
cover, and  we  would  like  to  avoid  placing  them 
in  a hospital  when  it  is  possible  for  them  to 
receive  such  care  in  the  community. 

May  we  suggest  that  physicians  keep  in 
mind  the  option  of  contacting  the  mental  hy- 
giene clinics  when  they  are  confronted  with 
an  older  person  who  obviously  needs  psychi- 
atric help.  Our  personnel  are  well-trained  in- 
dividuals including  a psychiatrist  as  director 
of  each  of  the  clinics  who  will  talk  with  you 


over  the  telephone,  if  needed.  We  would  wel- 
come your  making  referrals  or  using  the  clinic 
staff  as  consultants  for  all  patients,  but  we 
are  especially  concerned  about  the  aged  per- 
son who  heretofore  has  not  been  given  enough 
of  an  opportunity  to  remain  in  the  commun- 
ity while  receiving  psychiatric  treatment. 

Referral  forms  can  be  obtained  by  calling 
any  Mental  Hygiene  Clinic.  Should  there  be 
questions  please  feel  free  to  call  me  at  834- 
9201,  or  to  speak  with  any  of  the  chnic  direc- 
tors. 

Cor  DeHart,  M.D. 
Division  of  Mental  Health 
State  of  Delaware 

Editor’s  Note:  The  clinics  are  listed  below. 

Wilmington  Mental  Hygiene  Clinic 
1700  Rodney  St.,  Wilmington,  Del. 

19806,  571-3423 

Agatha  Beaudry,  M.D.,  Director 
Center  City  Mental  Hygiene  Clinic 
Model  Cities  State  Service  Center 
921  Monroe  St.,  Wilmington,  Del. 

19801,  571-3400 

Agatha  Beaudry,  M.D.,  Director 
Newark  Mental  Hygiene  Clinic 
Floyd  I.  Hudson  State  Service  Center 
501  Ogletown  Road 
Newark,  Delaware  19711 
453-8100 

Alfonso  Garbayo,  M.D.,  Staff  Psychiatrist 

DeLaWarr  Clinic 

DeLaWarr  State  Service  Center 
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500  Rogers  Road,  New  Castle, 

Delaware  19720,  571-2983 
Robert  Smith,  M.D.,  Psychiatrist 

Mental  Hygiene  Clinic  of  Kent  County 
738  S.  Governors  Avenue, 

Dover,  Del.  19901,  678-4170 
Ernesto  Cuba,  M.D.,  Director 

Mental  Hygiene  Clinic  of  Sussex  Courjty 
Mental  Health  Center 
Sussex  Co.  Health  Unit  Bldg. 

Bedford  Street  Ext. 

Georgetown,  Del.  19947,  856-6108 
Lionel  de  Bernard,  M.D.,  Director 

^ as 

To  the  Editor: 

Doctors  Roethe  and  Dorph  (“TB  or  Not 
TB:  The  Mantoux  Test  Reviewed,”  August, 
1974)  are  right  to  recommend  care  in  the  in- 
terpretation of  tuberculin  skin  test  since  false 
negatives  and  positives  do  occur.  The  diag- 
nosis of  tuberculosis,  obviously,  should  not  be 
made  or  ruled  out  solely  on  the  basis  of  skin 
test  results. 

Two  points,  however,  should  be  made; 

1.  The  authors  exaggerate  the  extent  to  which 
false  negative  reactions  occur.  The  true 
incidence  of  false  negatives  has  been  esti- 
mated to  be  closer  to  5%  than  to  19%,  as 
stated  in  the  article.  The  19%  estimate 
was  that  obtained  in  only  one  study,  based 
on  a limited  number  of  patients,  many  of 
them  elderly.  This  is  an  important  differ- 
ence because  a test  that  was  wrong  19%  of 
the  time  would  not  be  very  useful  as  a 
diagnostic  tool. 

2.  The  recommendation  given  in  the  article 
for  evaluating  false  positive  reactions 
caused  by  infection  with  atypical  mycobac- 
teria is  not  in  line  with  the  latest  recom- 
mendations of  the  American  Thoracic  So- 
ciety. The  ATS  says  that  persons  with 
doubtful  reactions  should  be  retested  with 
another  mantoux  (stabilized  PPD)  at  an- 
other site.  The  point  here  is  that  skin  test 
preparations  for  atypical  mycobacteria  are 


no  longer  generally  available.  Furthermore, 
the  use  of  the  250  unit  test  and  the  ITU 
test  dose  as  recommended  by  the  authors 
needs  to  be  challenged  since  neither  of  these 
two  doses  is  currently  recommended. 

Edward  F.  Gliwa,  M.D.,  Acting  Director 
Division  of  Public  Health 
State  of  Delaware 

iti 

To  the  Editor: 

The  Delaware  Lung  Association  has  made 
some  changes  in  its  diagnostic  screening  facili- 
ties which  should  be  called  to  the  attention 
of  your  readers. 

As  of  January  2nd,  1975,  the  70  mm  x-ray 
unit  will  no  longer  be  used.  This  decision  is 
based  on  sound  medical  judgement  and  is  con- 
sistent with  the  opinion  of  most  authorities  in 
the  field  of  radiology  and  pulmonary  disease. 

During  the  past  two  years,  the  Delaware 
Lung  Association  has  participated  in  tubercu- 
losis screening  throughout  the  State  of  Dela- 
ware, utilizing  the  tuberculin  skin  test.  This 
free  service  is  available  from  the  Delaware 
Lung  Association  on  a group  or  individual 
basis. 

In  an  attempt  to  improve  its  capacity  for 
screening  for  lung  disease,  the  Delaware  Lung 
Association  has  recently  acquired  a “predic- 
tive pulmonary  screener”  which  is  of  value  in 
detecting  patients  with  pulmonary  insuffici- 
ency. Physicians  may  refer  patients  to  the 
1308  Delaware  Avenue  office  for  this  screen- 
ing service,  and  local  industries  may  arrange 
for  an  on-site  visit  for  screening  of  employees. 

The  Delaware  Lung  Association  will  con- 
tinue to  take  14  by  17  x-rays  at  the  Delaware 
Avenue  office.  An  attempt  is  being  made  to 
improve  this  service  by  providing  more  rapid 
reporting  of  the  x-ray  results  on  patients  re- 
ferred by  physicians.  It  is  anticipated  that 
we  will  be  able  to  improve  this  service  and 
supply  reports  to  physicians  within  48  hours. 

Unfortunately,  the  cost  of  processing  the 
14  by  17  x-ray  will  make  it  necessary  for  the 
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Lung  Association  to  make  a minimal  charge  of 
$3.00  for  each  x-ray.  This  charge  will  not,  of 
course,  cover  the  full  cost  of  the  service  but 
will  help  to  offset  the  increasing  expense. 

We  feel  that  a charge  of  $3.00  is  reasonable 
and  should  not  place  a hardship  on  many  pa- 
tients referred  to  the  Lung  Association  office. 
However,  in  cases  when  even  this  small  charge 
will  be  difficult  for  the  patient,  we  will  perform 
the  service  for  free  at  the  request  of  the  phy- 
sician. Our  primary  interest  continues  to  be 
service  to  the  people  of  the  State  of  Delaware. 

William  J.  Holloway,  M.D. 

President,  Delaware  Lung  Association 

To  the  Editor: 

About  10,000  to  15,000  babies  die  each 
year  from  SIDS  (Sudden  Infant  Death  Syn- 
drome), or  one  in  350  live  births.  There  is 
an  incidence  of  about  29  infants  each  year 
in  our  own  state.  SIDS  is  the  leading  killer 
of  infants  between  one  week  and  one  year  of 
age. 

A group  of  parents  whose  children  have 
been  victims  of  SIDS  have  banded  together 
nationally  and  locally  with  two  purposes  in 
mind:  to  educate  and  change  attitudes  of 
personnel  who  deal  with  crib  death,  and  to 
provide  assistance  and  information  to  families 
whose  children  have  been  victims  of  SIDS. 

The  Delaware  Valley  Chapter  of  SIDS  has 
requested  and  received  the  cooperation  of  the 
Division  of  Public  Health  in  inaugurating  its 


programs.  We  have  had  orientation  sessions 
for  the  Division’s  public  health  nurses  and 
now  have  several  nurses  trained  in  family  re- 
actions to  SIDS.  These  nurses  are  available 
to  make  home  visits  to  families.  The  Division 
of  Public  Health  has  obtained  a film  about 
SIDS,  “One  in  350,”  which  is  being  used  to 
educate  emergency  medical  personnel,  police, 
and  firemen,  and  to  try  to  eradicate 
misinformation.  The  film  is  also  available  to 
any  other  interested  groups,  along  with  an 
informal  discussion  leader.  The  Medical  Ex- 
aminer’s Office  has  been  extremely  coopera- 
tive; it  now  informs  the  Division  of  Public 
Health  immediately  after  the  diagnosis  of 
SIDS  so  that  we  can  send  our  nurses  out  to 
the  homes.  The  Medical  Examiner’s  Office 
will  also  send  a letter  to  the  parents,  inform- 
ing them  of  the  results  of  the  autopsy,  ex- 
plaining SIDS,  and  telling  them  of  the  Par- 
ents’ Organization. 

If  you  have  any  families  that  you  feel  could 
benefit  by  a contact  with  the  public  health 
nurse  or  the  Parents’  Organization  please  con- 
tact Elaine  Marked,  Medical  Social  Consult- 
ant, Division  of  Public  Health,  New  Castle 
County  Health  Unit,  3000  Newport  Gap  Pike, 
Wilmington,  Delaware  (994-2506),  or  Edith 
Willing,  Secretary,  Delaware  Valley  Chapter 
SIDS,  800  S.  Gerald  Drive,  Newark,  Dela- 
ware (737-4434),  or  Dennis  Crowley,  Presi- 
dent, R.D.  1,  Box  385,  Dover,  Delaware  (697- 
2072). 

Elaine  Markell,  ACSW 

Medical  Social  Consultant  to  the 

Delaware  Valley  Chapter, 

National  Foundation  of  SIDS 


THOMAS  SZASZ  SAYS 

Formerly,  when  religion  was  strong  and  science  weak,  men  mistook  magic  for 
medicine;  now,  when  science  is  strong  and  religion  weak,  men  mistake  medicine 
for  magic. 

The  Second  Sin  by  Thojnas  Szasz,  M.D. 
Anchor  Press,  1973 
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TEXTBOOK  OF  ENDOCRINOLOGY,  5th  edition, 
edited  by  Robert  H.  Williams,  M.D.,  W.  B.  Saun- 
ders, Philadelphia,  1974.  1138  pp,  527  figures. 

Price  $28.00. 

My  own  bookshelves  now  hold  the  third 
(’62),  fourth  (’68),  and  just  released  fifth  edi- 
tion of  this  redoubtable  classic  of  medicine. 
The  number  of  pages  has  actually  decreased  in 
the  newest  version  which  does,  however,  make 
use  of  a smaller  type  font  and  more  abbrevia- 
tions so  it  is  actually  larger  by  eight  more 
chapters. 

Comparison  of  the  section  on  myxedema 
coma  in  the  newest  and  the  last  reveals  that 
the  pearl  that  it  is  less  common  in  southern 
California,  probably  because  of  the  tempera- 
ture there,  has  been  dropped. 

One  of  the  new  sections,  by  John  Laragh, 
of  course,  is  on  the  endocrine  aspects  of  hyper- 
tension. It  includes  only  one  small  paragraph 
about  the  syndrome  of  primary  hyperaldos- 
teronism. Fashions  and  current  fancies  in 
medicine  should  not  preclude  completeness  in 
texts;  but  this  becomes  a difficult  problem 
when  chapters  are  subcontracted  as  they  must 
needs  be  in  any  comprehensive  text  in  these 
days  of  burgeoned  facts. 

The  differences  between  this  edition  and 
the  last  are  significant  and  chiefly  in  the  form 
of  additions.  There  are  new  chapters  such 
as:  The  Prostaglandins,  Cyclic  Nucleotides 
and  Hormone  Action  (in  case  you’ve  decided 
it’s  time  to  learn  about  Cyclic  AMP),  Endo- 
crine Responsive  Cancers,  Protein  Metabolism 
and  Hormone.  I am  sorry  to  see  the  chapters 
Laboratory  Tests  and  Treatment  with  Hor- 
mones have  been  deleted.  I would  have  pre- 
ferred to  see  them  expanded,  and  I regret  that 
students  and  clinicians  using  the  newest  Wil- 
liams will  be  deprived  of  Dr.  Williams’s  own 
pronouncements  on  therapeutics.  For  example, 
the  graph  “Oscillations  in  Development  of  a 
Drug”  (Figure  1)  might  just  as  well  refer  to 
Oscillations  in  Clinically  Significant  Endocrin- 
ologic  Knowledge. 


FIGURE  1 


OSCILLATIONS  IN  DEVELOPMENT  OF  A DRU« 


Figure  19-1.  (Williams.’R.  H.:  Clinical  investigator 
and  his  role  in  teaching,  administration,  and  care  of 
patient  J.A.M..V  156:127,  1954.) 


If  major  and  costly  textbooks  are  to  appear 
in  new  editions  with  such  frequency  (six  years 
for  this  one)  comparison  of  the  two  editions 
will  be  indicated  before  a decision  to  purchase 
or  to  discard  the  old  can  be  made;  in  some 
cases,  for  some  purposes,  the  old  edition  may 
be  the  better. 

ENDOCRINOLOGY:  A REVIEW  OF  CLINICAL  ENDO- 
CRINOLOGY by  Ernest  L.  Mazzaferri,  M.D.,  Medi- 
cal Examination  Publishing  Co.,  Flushing,  N.Y., 
1974.  442  pp.  Paperback.  Price  $10.00. 

I am  a fan  of  Dr.  Mazzaferri;  I thoroughly 
enjoyed  reading  and  reviewing  his  previous 
endocrinology  book  (“Endocrinology  Case 
Studies,”  Delaware  Medical  Journal,  February 
1973).  This  one,  he  says,  is  intended  as  a 
“series  of  relatively  short  reviews  for  the  be- 
ginning student.”  Dr.  Mazzaferri  belittles  his 
own  efforts : more  sophisticated  physicians  will 
find  it  a complete  and  up-to-date  ready  refer- 
ence, at  far  fewer  dollars  than  the  price  of 
the  standard  hardback  endocrinology  text. 
Eight  others  shared  the  authorship  of  the  fif- 
teen chapters  with  Dr.  Mazzaferri. 

INTRODUCTION  TO  ELECTROCARDIOGRAPHY,  2nd 
edition,  by  J.  Willis  Hurst,  M.D.  and  Robert  J. 
Myerburg,  M.D.,  McGraw-Hill,  New  York,  1973. 
319  pp.  Price  $8.95. 

This  book,  second  edition  of  a major  re- 
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vision  of  “Atlas  of  Spatial  Electrocardi- 
ography,” teaches  ECG  interpretation  by  the 
construction  of  QRS  and  T vectors  for  the 
limb  leads  and  the  precordial  leads.  For  that 
reason,  I do  not  think  the  title  is  specific 
enough.  It  is  dedicated  to  Dr.  Robert  P. 
Grant,  who  developed  the  spatial  vector 
method  of  analyzing  electrocardiograms  while 
at  Emory. 

Bernadine  Z.  Paulshock,  M.D. 

COLOR  ATLAS  OF  OPHTHALMOLOGICAL  DIAG- 
NOSIS by  M.  A.  Bedford,  M.D.,  Year  Book  Medical 
Publishers,  Chicago,  1971.  190  pp.  130  illus.  Price 
$10.95. 

This  is  a small  volume  in  the  Year  Book 
Color  Atlas  Series  “aimed  at  the  hard-pressed 
undergraduate  or  family  doctor  who  has  not 
the  time”  for  more  extensive  reading.  The 
color  reproductions  are  generally  clear.  Each 
is  accompanied  by  a few  sentences  of  explana- 
tion. Rarely  does  the  book  go  any  further 
than  these  few  notes  of  descriptive  material, 
and  the  few  small  errors  in  the  book  are  of  no 
great  moment.  At  face  value  the  book  is  fine. 
It  is  not  meant  to  be  extensive  or  broad-based. 
It  is  not  meant  to  give  any  meaningful  under- 
standing of  the  implications  or  therapy  of  the 
conditions  depicted.  It  seems  to  me  that  one 
might  better  have  a good  general  textbook  and 
browse  through  the  pictures  and  their  captions 
with  the  option  of  then  more  deeply  perusing 
the  accompanying  textual  material  if  interest 
dictates  and  time  allows. 

Stephen  H.  Franklin,  M.D. 

5S 

HANDBOOK  OF  PSYCHIATRY,  3rd  ed.  Edited  by 
Phillip  Solomon,  M.D.,  and  Vernon  D.  Patch,  M.D., 

Lange  Medical  Publications,  Los  Altos,  Calif.,  1974. 
Price  $8.00. 

This  book,  which  is  entitled  a handbook,  is, 
without  a doubt,  the  best  buy  I have  seen  in 
the  field  of  psychiatry  in  many  years. 

It  is  brief;  it  is,  however,  thorough;  it  is 
clearly  written;  it  is  telegraphic  in  style  and 


thus  keeps  one  awake  and  alert;  it  uses  suf- 
ficient diagrams  and  tables  and  has  a suffici- 
ently clear  classification  system  to  allow  one 
to  remember  what  has  been  said  long  after  the 
book  has  been  read. 

It  should  be  a best  buy,  and  it  should  be 
bought  by  any  student  who  is  taking  an  intro- 
ductory or  first  course  in  psychiatry.  It  should 
not  be  limited,  however,  to  those  who  are  just 
beginning  a study  of  psychiatry,  but  could  well 
be  used  by  any  physician  who  wants  a clear, 
succinct,  and  understandable  presentation. 

I regret  this  book  was  not  available  when  I 
was  a student,  as  it  certainly  would  have  been 
of  great  help  then. 

Thomas  S.  Vates,  Jr.,  M.D. 

% ^ ‘A' 

METABOLIC  & ENDOCRINE  PHYSIOLOGY  by  Jay 

Tepperman,  M.D.,  3rd  edition.  Year  Book  Medical 
Publishers,  Chicago,  1973.  246  pp.  Illus.  Price 
$12.00,  paper  $8.50. 

As  stated  on  the  title  page  this  is  an  intro- 
ductory text  in  endocrine  physiology.  It  does 
present  an  overview  of  the  various  endocrine 
glands  by  discussing  briefly  the  anatomy  of 
the  glands,  the  mechanisms  of  release  of  their 
hormones  and  of  their  tissue  effects,  and  fina- 
ally  the  transport  and  fate  of  the  hormones. 

The  book  is  presented  in  an  easily  read 
fashion,  with  explanatory  diagrams  and  tables 
which  contribute  to  understanding  and  sum- 
marizing the  text. 

At  the  beginning  of  each  subject  an  histor- 
ical table  is  presented  highlighting  the  de- 
velopment of  important  facets  of  the  field. 
Another  innovation  is  reference  to  an  investi- 
gatory work  by  name  and  date  so  that  use  of 
the  index  is  made  easier. 

While  the  text  is  an  overview,  all  aspects  of 
the  endocrine  glands  are  covered,  a difficult 
task  in  this  day  of  rapid  emergence  of  new 
material.  The  data  presented  while  simpli- 
fied is  not  simplistic. 

This  is  an  excellent  text  for  an  introduction 
to  endocrine  physiology  and  thus  to  a total 
understanding  of  the  endocrine  system. 

R.  Walter  Powell,  M.D. 
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Speakers  on 
“Ask  the  Doctor” 


In  the  News 


Speakers  for  February,  1975  on  the  Tuesday  radio  program  (11:05  a.m., 
WDEL)  produced  by  the  Medical  Society  of  Delaware  are:  February  4, 
Eugene  J.  Truono,  D.D.S.,  Preventive  Health  in  Dentistry;  February  11, 
Peter  V.  Martin,  M.D.,  Colitis,  Real  or  Functional;  February  18,  Allston  J. 
Morris,  M.D.,  Planning  Hospital  Facilities  for  New  Castle  County;  February 
25,  Stephen  H.  Franklin,  M.D.,  Cataracts  and  Cataract  Surgery. 


David  A.  Levitsky,  M.D.  of  Wilmington  has  been  reappointed  and  Arthur 
F.  Zimmerman,  M.D.  of  Dover  has  been  appointed  to  the  Board  of  Medical 
Examiners  by  Governor  Sherman  W.  Tribbitt. 

Christopher  R.  Donoho,  Sr.,  M.D.,  of  Newark  is  the  new  Mid-Atlantic  Region 
vice  president  of  the  American  Association  for  Clinical  Immunology  and 
Allergy. 

Bernadine  Z.  Paulshock,  M.D.  has  been  elected  president  of  the  Delaware 
Diabetes  Association  for  a two-year  term.  Howard  W.  Borin,  M.D.  is  presi- 
dent-elect and  Thomas  C.  Scott,  D.O.  and  Alvin  Weiner,  M.D.  are  members 
of  the  board  of  directors. 

Herbert  M.  Baganz,  M.D.  has  been  appointed  Deputy  Assistant  Chief  Medi- 
cal Director  for  Policy  and  Planning  of  the  Veterans  Administration. 

Robert  W.  Frelick,  M.D.  has  been  nominated  Governor-elect  of  the  American 
College  of  Physicians  for  Delaware.  This  one-year  term  upon  election  will 
begin  April  11,  1975  followed  by  a four-year  term  as  Governor  beginning 
in  1976. 

Newly  elected  officers  of  the  New  Castle  County  Medical  Society  are:  Henri 
F.  Wendel,  M.D.,  President;  Ignatius  J.  Tikellis,  M.D.,  President-Elect; 
Richard  H.  Morgan,  M.D.,  Vice  President;  Marvin  H.  Dorph,  M.D.,  Secre- 
tary; and  R.  Walter  Powell,  M.D.  Treasurer. 

Leslie  W.  Whitney,  M.D.  has  been  appointed  Director  of  the  Delaware  Can- 
cer Network. 

John  M.  Levinson,  M.D.,  Southeast  Asian  Coordinator  for  the  Program  for 
International  Education  in  Gynecology  and  Obstetrics,  returned  recently 
from  a trip  to  Cambodia  and  Laos  to  recruit  physicians  and  establish  clinics. 
Doctor  Levinson  has  set  up  six  of  these  clinics  in  Southeast  Asia  in  Borneo, 
Malaysia,  and  Thailand  in  the  past  two  years. 

Foreign  nationals  are  trained  in  population  control  and  family  planning  at 
one  of  four  university  schools  of  medicine  in  the  US.  After  completion  of 
the  course  they  are  given  the  opportunity  to  have  a surgical  team  visit  their 
home  institution  to  establish  a laparoscopic  sterilization  unit  and  teach  other 
means  of  female  surgical  sterilization. 
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CLINICAL  NOTICES  AND  MEETINGS 

Infection  Control  in  The  first  annual  symposium  on  “Infection  Control  in  the  Hospital  Environment,” 
the  Hospital  sponsored  by  the  Wilmington  Medical  Center,  will  be  held  February  19-21.  For  in- 

Environment  foiTnation  contact  Ms.  Joan  T.  Jackson,  Section  of  Microbiology,  Wilmington  Medical 

Center,  428-2905. 


American  College  The  Delaware  Regional  Meeting  of  the  American  College  of  Physicians  will  be  held 

of  Physicians  in  Wilmington  on  March  1 at  the  Delaware  Academy  of  Medicine  Building.  Scheduled 

speakers  and  their  topics  are;  D.  Carleton  Gajdusek,  M.D.,  Chief  of  Central  Nervous 
System  Studies  Laboratory,  National  Institutes  of  Neurological  Diseases  and  Stroke, 
Bethesda,  Maryland,  Slow  Infections  of  the  Brain  Caused  by  Conventional  and 
Unconventional  Viral  Agents,  and  Leslie  P.  Weiner,  M.D.,  Associate  Professor  of 
Neurology,  The  Johns  Hopkins  University  School  of  Medicine,  Baltimore,  Maryland, 
Viral  Complications  of  Immune  Incompetent  States.  For  reservations  contact: 
Richard  H.  Morgan,  M.D.,  410  Foulk  Road,  Wilmington,  762-6650. 


Sixth  Annual 
Postgraduate 
Nephrology 
Seminar 


A seminar  on  “Immunological  Renal  Diseases — Their  Pathogenesis  and  Management” 
will  be  held  March  13-14  in  Portland,  Oregon.  For  information  write:  George  A. 
Porter,  M.D.,  Professor  of  Medicine,  Division  of  Nephrology,  Department  of  Medicine, 
University  of  Oregon  Medical  School,  Portland,  Oregon. 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisement  of  a professional  nature  are  free  to  members. 


INTERNIST:  Board  eligible.  Will  complete  two-year 
Fellowship  in  Nephrology  by  June,  1975.  Available 
at  that  time. 

MEDICAL  SUITES  FOR  RENT:  Available  immedi- 
ately, 600  and  1,000  square  feet;  all  laboratory  and 
x-ray  facilities  adjacent  to  offices.  Excellent  location, 
convenient  to  public  transportation  and  1-95  in  north 
Wilmington.  Call  Mr.  Stella  571-5671. 


EMERGENCY  ROOM  PHYSICIAN  WANTED:  For 

busy  general  hospital.  Modern  new  Emergency  Room. 
Excellent  location  near  beach  resorts.  Within  a 100- 
mile  radius  of  Philadelphia,  Baltimore,  and  Wash- 
ington, D.C.  A beautiful  place  in  which  to  live, 
work,  and  play.  Reply  to:  Mr.  Kenneth  W.  Kern,  II, 
Kent  General  Hospital,  Inc.,  640  South  State  Street, 
Dover,  Delaware  19901.  Phone:  (302)  734-4701, 
Ext.  264. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson.  R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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MALPRACTICE 


With  all  of  the  talk  about  malpractice  and 
malpractice  insurance,  it  seems  a safe  bet  that 
not  all  physicians  understand  the  subject,  in 
principle  or  in  practice.  In  order  to  do  so,  it 
is  necessary  to  have  some  familiarity  with  the 
law  on  the  subject  as  well  as  with  medicine. 

My  legal  and  insurance  friends  explain  to 
me  that  basically  malpractice  is  of  two  types: 
(1)  negligence,  and  (2)  lack  of  informed  con- 
sent. The  negligence  aspect  of  malpractice  is 
the  same  as  negligence  in  driving  an  automo- 
bile. Negligence  is  failure  to  exercise  ordinary 
care,  and  in  medical  practice  this  translates 
itself  into  falling  short  of  the  accepted  stand- 
ard of  practice  in  the  community. 

“Lack  of  informed  consent”  works  on  the 
principle  of  assault  and  battery,  the  idea  be- 
ing that  unless  the  patient  consents  to  a given 
procedure  with  knowledge  of  its  dangers,  he 
has  not  really  consented,  the  physician  has  no 
right  to  perform  the  procedure,  and  is  there- 
fore responsible  for  any  adverse  consequences. 

Why  has  this  relatively  simple  concept 
caused  so  many  problems,  only  one  of  which  is 
astronomic  insurance  premiums?  The  reasons 
undoubtedly  extend  beyond  the  knowledge 
of  this  writer  and  in  any  case  are  too  numerous 
to  cover  in  a short  article.  Greater  suit-con- 
sciousness on  the  part  of  the  public,  decline  of 
the  personal  relationship  between  physician 
and  patient  brought  about  by  specialization, 
the  emergence  of  a malpractice  specialty  in  the 
legal  profession,  and  the  contingent  fee  sys- 
tem, are  some  of  the  causes  given  for  the  in- 
crease in  malpractice  claims — this  increase  in 
the  face  of  continued  upgrading  in  medical 
education,  including  continuing  education. 

Recent  threats  by  insurance  carriers  to  with- 
draw from  a state  and  leave  a major  part  of 
the  profession  in  that  state  uncovered  has 
created  a situation  not  short  of  panic  through- 
out the  country.  Under  existing  law  the  elim- 
ination of  professioial  liability  insurance  would 
have  disastrous  consequences  both  for  the  pro- 
fession and  the  public.  So  something  has  to 


be  done.  It  can  be  done  by  legislation  and 
will  probably  be  effective  only  if  done  by  legis- 
lation. 

One  proposal,  compulsory  arbitration,  de- 
serves more  discussion  than  space  here  will 
permit.  It  has,  however,  been  criticized  as 
not  sufficiently  changing  the  present  system. 
A form  of  “one-shot”  insurance,  similar  to  air- 
plane flight  insurance,  and  paid  for  by  the  pa- 
tient at  nominal  rates  has  intriguing  possibili- 
ties, but  it  would  not  seem  to  provide  a total 
solution. 

In  the  opinion  of  many  who  have  studied 
the  subject,  some  form  of  “no-fault”  insurance 
offers  the  best  hope  of  remedying  the  situation. 
The  medical  malpractice  problem  cries  much 
louder  for  relief  than  automobile  insurance 
ever  did,  yet  we  see  various  forms  of  automo- 
bile no-fault  legislation  in  effect  throughout 
the  country. 

The  only  serious  problem  related  to  this 
no-fault  proposal  involves  the  matter  of  identi- 
fying the  occurrence  of  “malpractice”  under 
a system  where  proving  an  act  of  negligence 
would  not  be  necessary.  After  all,  when  an 
automobile  accident  happens,  everyone  knows 
it,  but  professional  negligence  may  involve 
omission  as  well  as  commission.  Without  the 
concept  of  negligence,  there  is  really  nothing 
left  but  the  untoward  result.  This  problem 
ought  not  to  be  considered  an  insurmountable 
one,  however. 

How  can  such  legislation  be  brought  about? 
Probably  only  through  increased  public  under- 
standing that  (1)  the  present  state  of  affairs 
is  intolerable  for  physician,  patient,  and  pub- 
lic; and  (2)  while  the  fear  of  malpractice  suits 
is  very  real  with  many  physicians,  fear  is  not 
a principal  factor  in  .keeping  standards  of 
medical  care  high. 


Executive  Director 
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A COMMUNITY-BASED  CANCER  CONTROL  PROGRAM 

Allan  W.  Kehrt 


The  National  Cancer  Institute  has  recently 
issued  a Request  for  Proposal  entitled  “A 
Community-Based  Cancer  Control  Program.” 
This  procurement  is  directed  toward  develop- 
ing a limited  number  of  Community-Based 
Cancer  Control  Systems,  whereby  all  available 
cancer  control  capabilities  in  a given  commun- 
ity (ie,  leadership  and  resources)  can  be 
brought  to  bear  on  the  cancer  problem.  This 
program  will  attempt  to  saturate  an  area  with 
projects  directed  towards  the  detection,  diag- 
nosis, treatment,  and  rehabilitation  of  a num- 
ber of  specific  sites  of  cancer  and  will  develop 
extensive  programs  of  both  professional  and 
public  education. 

The  Advisory  Committee  of  the  Delaware 
Cancer  Network  recently  voted  to  develop  a 
proposal  in  response  to  this  request  with  the 
hope  of  developing  a federally  funded  cancer 
control  program  throughout  the  State  of  Del- 
aware. 

The  overall  goal  of  the  program  is  the 
demonstration,  promotion,  and  evaluation 
of  comprehensive  cancer  control  measures 
through  a community-based  system.  Four 
basic  objectives  must  be  met  to  accomplish 
this  goal: 

1.  An  administrative  capacity  must  be  pres- 
ent to  provide  leadership  in  cancer  con- 
trol and  to  coordinate  wisely  the  use  of 
the  community  resources. 

2.  The  applicable  resources  (people,  facili- 
ties, funds)  must  be  mobilized  so  that  a 
comprehensive  cancer  control  program 
can  be  initiated  which  will  eventually  be- 
come self-sustaining. 

3.  A comprehensive  cancer  control  scheme 


for  the  community  must  be  put  into  el- 
ect. 

4.  An  evaluation  scheme  whereby  the  com- 
munity organization  can  monitor  the  pro- 
gress of  the  program  must  be  established. 

The  Delaware  Cancer  Network  believes  it 
has  developed  to  the  point  where  it  can  pro- 
vide the  administrative  capacity  as  well  as 
mobilize  the  resources  necessary  to  develop  a 
cancer  control  program.  The  individuals  in- 
volved in  the  Delaware  Cancer  Network  in 
conjunction  with  the  Delaware  Division  of  the 
American  Cancer  Society,  hospitals,  health  or- 
ganizations, and  other  interested  institutions 
and  organizations  are  presently  developing  a 
five-year  cancer  control  scheme  to  be  put  into 
effect  upon  successful  award  of  the  contract. 
The  Network  is  concurrently  developing  an 
evaluation  system  so  that  the  overall  progress 
of  this  program  can  be  monitored. 

Leslie  W.  Whitney,  M.D.  is  the  “Principal 
Investigator”  or  Project  Director  for  the  over- 
all effort.  Mr.  WiUiam  B.  Barlow,  Executive 
Vice  President  of  the  Delaware  Division  of 
the  American  Cancer  Society,  heads  the  Net- 
work Subcommittee  responsible  for  coordin- 
ating the  proposal  development. 

If  successful,  this  proposal  will  result  in 
National  Cancer  Institute  funding  for  a period 
of  five  years  to  support  the  program.  It  can 
offer  an  unprecedented  opportunity  to  assure 
the  continued  growth  of  the  Delaware  Cancer 
Network  and  provide  a strong  base  for  the 
continued  improvement  of  cancer  care  within 
the  State  of  Delaware.  Since  it  is,  by  its  very 
nature,  a program  designed  to  involve  the  en- 
tire community  of  the  State  of  Delaware,  a 
total  cooperative  approach  to  the  program  is 
a necessity.  It  is  hoped  that  all  those  touched 
by  this  program  will  cooperate. 


Mr.  Kehrt  is  administrator  of  the  Wilmington  Medical  Center 
National  Cancer  Institute. 


This  page  is  sponsored  by  the  Cancer  Coordination  Office  funded  through  an  NCI  Planning  Granl 
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HOMEMAKERS^  is 
a national  organization 
of  home  and  health 
care  personnel. 

...at  home 
or  in  the 
hospital, 
whenever 
you  need  help 

HOMEMAKERS®  provides  help  through  an  almost 
unlimited  variety  of  health  care  services  per- 
formed by  skilled,  qualified  personnel  . . . 

LICENSED  AND  PRACTICAL  NURSE,  VISITING 
HOME  MANAGER  AND  COMPANION.  HOME- 
MAKERS® professionals  are  available  >when  you 
need  them  — a day  or  a month  — on  a regular 
schedule  or  just  when  you  call. 
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THE  MALPRACTICE  DILEMMA 


The  problem  of  liability  insurance  coverage  for  physicians  is  the  most  cru- 
cial issue  facing  our  profession  today.  Physicians  have  been  concerned  about 
the  rapid  increase  in  the  cost  of  this  insurance  over  the  last  several  years, 
but,  prior  to  the  last  few  months,  we  have  been  alone  in  our  concern.  This 
coverage  has  been  a large  financial  burden  for  the  physician,  but  he  received 
very  little  sympathy  from  the  public. 

Now  the  situation  has  changed — within  a few  months,  the  whole  system 
may  topple.  Physicians  may  be  unable  to  afford  malpractice  insurance,  and 
in  many  states  it  may  be  unavailable  at  any  price.  This  could  result  in 
doctors  leaving  practice. 

With  the  addition  of  this  new  factor,  the  public  and  the  government  share 
with  us  an  interest  in  finding  a remedy  to  this  impossible  situation.  With 
such  support,  it  is  reasonable  to  assume  that  a solution  will  finally  emerge. 

What  will  the  solution  be?  I certainly  do  not  know,  and,  so  far  as  I know, 
no  person  or  agency  has  yet  come  up  with  the  answer. 

We  are  hard  at  work  on  this  problem  here  in  Delaware,  and  at  the  national 
offices  of  the  American  Medical  Association  this  item  has  been  given  top 
priority.  It  seems  that  every  force  in  both  the  public  and  private  sectors  is 
determined  and  united  in  this  effort.  Why  then  is  the  problem  not  resolved? 

Perhaps  only  a little  more  time  is  needed,  but  maybe  there  is  another 
reason.  I think  that  the  root  causes  of  this  dilemma  are  buried  deep  in  our 
social  structure. 

Our  society  is  accepting  an  ever  increasing  responsibility  for  the  misfortune 
and  even  the  inconvenience  suffered  by  any  individual,  and  we  are  discharg- 
ing this  responsibility  with  ever  increasing  amounts  of  money.  Secondly,  in 
today’s  climate  of  hyperinflation,  it  is  very  difficult  and  perhaps  impossible 
for  any  insurance  company  to  remain  solvent. 

We  do  not  know  what  solutions  will  emerge  from  this  year’s  deliberations 
on  medical  malpractice  insurance.  However,  if  inflation  continues  to  pervade 
our  economy,  and  if  society  fails  to  alter  its  propensity  to  equate  all  forms 
of  human  misfortune  with  large  amounts  of  cash,  no  true  solution  will  be 
found. 

I am  not  optimistic  on  the  outcome. 
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TESTS  OF  THYROID  FUNCTION 

Thomas  Moshang,  Jr.,  M.D. 


Introduction 

In  recent  years,  a number  of  new  thyroid 
function  tests  have  virtually  replaced  the  more 
familiar  protein  bound  iodine  (PBI)  and  bu- 
tanol extractable  iodine  (BEI)  as  indices  of 
thyroid  function.  These  newer  tests  of  thy- 
roid function  are  presently  available  not  only 
through  advances  in  laboratory  technology 
(such  as  the  radioimmunoassay)  but  also  be- 
cause of  newer  insights  into  thyroid  physi- 
ology. The  elucidation  of  thyrotropin  releas- 
ing hormone  and  subsequent  synthesis  of  this 
hormone  have  added  new  dimensions  in  evalu- 
ation of  thyroid  function. 

Serum  Thyroxine 

The  primary  hormone  secreted  by  the  thy- 
roid gland  is  thyroxine  (T4),  and  the  deter- 

Dr.  Moshang  is  Associate  Professor  of  Pediatrics  and  Head  of 
the  Section  of  Pediatric  Endocrinology  and  Metabolism  at  Hahne- 
mann Medical  College  and  Hospital. 


Adapted  from  a presentation  to  the  Pediatric  Conference,  Wil- 
mington Medical  Center. 


mination  of  T4  concentration  in  serum  is  a 
useful  index  of  thyroid  function.  At  present, 
the  most  commonly  available  technique  for  de- 
termining T4  is  the  Murphy-Pattee  assay, ^ al- 
though many  laboratories  are  also  using  radio- 
immunoassay (RIA)  methods.  The  Murphy- 
Pattee  assay  is  a competitive  protein  binding 
assay  (CPBA).  Both  the  CPBA  and  the  RIA 
techniques  are  based  on  the  principle  that  a 
serum  hormone  will  compete  with  and  displace 
radioactively  labeled  hormone  from  binding 
sites  on  a specific  binding  protein  for  the  hor- 
mone. In  the  CPBA,  the  protein  may  be  a 
pool  of  thyroxine-binding  globulin  (TBG)  as 
obtained  from  pregnancy  plasma.  In  the  RIA, 
the  protein  is  obtained  by  immunizing  animals 
to  develop  specific  antibodies  for  T4.  The 
RIA  was  first  described  by  Yalow  and  Berson 
for  insulin,^  and  now  has  widespread  applica- 
tion for  the  determination  of  levels  of  poly- 
peptide hormones,  steroids,  and  thryoxines  in 
biologic  fluids.  The  advantage  of  the  RIA  is 
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the  marked  sensitivity,  requiring  as  little  as 
0.1  ml  of  serum  for  assays.  Both  the  RIA  and 
the  CPBA  determination  of  T4  measure  bound 
as  well  as  dialyzable  T4,  ie,  measuring  total 
serum  T4  concentration.  These  displacement 
assays  are  extremely  specific  and  not  altered 
by  iodine  containing  compounds.  However, 
drugs  or  various  biologic  situations  (such  as 
pregnancy)  that  alter  the  protein  binding  of 
T4  can  alter  serum  T4  concentrations  without 
altering  effective  thyroid  hormone  activity; 
metabolic  status  is  unchanged  by  increase  or 
decrease  in  protein  binding. 

Triiodothyronine  Resin  Uptake 

In  situations  in  which  thyroid  hormone  ac- 
tivity is  not  reflected  by  total  T4  concentra- 
tion because  of  altered  protein  binding,  the 
ability  to  determine  either  the  concentration 
of  TBG  or  the  T4  binding  capacity  would  be 
of  benefit  to  the  clinician.  The  most  commonly 
available  test  for  determination  of  T4  binding 
capacity  is  the  triiodothyronine  (T3)  resin  up- 
take (T3RU). 

The  T3RU  is  a measurement  of  the  avail- 
able binding  sites  for  thyroid  hormones  in  the 
patient’s  serum  proteins,  ie,  those  sites  not 
occupied  by  the  patient’s  endogenous  thyroid 
hormones.  The  procedure  utilizes  radioactive 
T3  and  assesses  the  distribution  of  the  radio- 
labeled  T3  between  the  available  binding  sites 
and  an  exchange  resin  added  to  the  serum  ? 

The  T3RU  is  often  reported  as  a percentage 
of  radioactivity  localized  to  the  resin  as  com- 
pared to  the  original  radioactivity  added  to 
the  serum.  In  hyperthyroidism,  an  increased 
production  of  thyroid  hormones  will  saturate 
to  a greater  degree  the  available  binding  sites. 
Therefore,  when  tested,  the  radio-labeled  T3 
will  distribute  to  a greater  degree  on  to  the  ex- 
change resin,  increasing  the  percentage  T3RU. 
In  decreased  production  of  thyroid  hormones 
(hypothyroidism),  there  is  an  increased  num- 
ber of  available  binding  sites  on  the  thyroid 
binding  proteins,  which  increases  the  shift  of 
radio-labeled  T3  away  from  the  exchange  resin 
and  thus  decreases  the  percentage  T3RU.  In 
the  same  fashion  a decrease  in  the  binding  pro- 


teins (such  as  in  familial  TBG  deficiency)  will 
increase  the  percentage  of  radio-labeled  T3 
binding  to  the  exchange  resin.  The  reverse 
will  occur  in  situations,  such  as  pregnancy, 
with  increased  thyroxine  binding  proteins. 

Free  Thyroxine  Index 

The  biologic  activity  of  the  thyroid  hor- 
mones lie  in  that  fraction  which  is  not  bound 
to  protein,  the  “free  hormone”  or  dialyzable 
hormone.  The  concentration  of  dialyzable  T4 
can  be  determined  but  the  technique  is  labori- 
ous. Stein  and  Price  have  indicated  that  there 
is  a high  degree  of  correlation  of  the  “frac- 
tional” T3RU  (or  T3RU  ratio)  with  the  di- 
alyzable T4.'‘  The  T3RU  ratio  is  the  ratio  of 
the  patient’s  T3RU  divided  by  the  T3RU  of 
a normal  control  pool. 

T3RU  (patient) 

T3RU  ratio  = 

T3RU  (control  pool) 

Stein  and  Price  suggest  that  the  product  of 
the  T3RU  ratio  and  the  concentration  of  total 
T4  will  provide  an  “adjusted  T4”  (or  also  re- 
ferred to  as  “free  T4  index”)  that  will  correct 
for  abnormalities  of  thyroxine  binding  capac- 
ity.^ 

Adjusted  T4  = T4  X T3RU  ratio 
(free  T4  index) 

Serum  Triiodothyronine 

Recent  evidence  suggests  that  almost  all  of 
the  circulating  levels  of  T3  are  secondary  to 
extrathyroidal  conversion  of  T4  to  T3.^>'^  The 
current  view  is  that  T4  may  act  mainly  as  a 
pro-hormone  and  the  biologic  activity  of  T4 
is  dependent  upon  peripheral  conversion  of  T4 
to  T3.  It  is  not  clear  at  this  time  whether 
T4  has  biologic  activity  independent  of  its  con- 
version to  T3.  Total  T3  can  now  be  deter- 
mined by  RIA  and  is  available  through  com- 
mercial laboratories. 

There  can  be  dissociation  of  T4  and  T3  clin- 
ically. In  “T3  thyrotoxicosis,”  laboratory  tests 
of  thyroid  function  are  normal  except  for  ele- 
vated serum  concentrations  of  T3  and  an  ab- 
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sence  of  TSH  increase  in  response  to  exogen- 
ously administered  TRH.^  In  acute  starva- 
tion® and  in  patients  with  anorexia  nervosa,® 
the  T3  levels  are  markedly  depressed  in  the 
face  of  low  normal  values  for  T4  . These  data 
suggest  that  starvation  may  interfere  with 
peripheral  conversion  of  T4  to  T3. 

Serum  TSH 

Serum  thyroid  stimulating  hormone  (TSH) 
concentration  is  determined  by  RIA  and  is  a 
sensitive  indicator  of  thyroid  function.^®  In 
normal  patients  and  patients  with  Graves’  dis- 
ease, the  serum  TSH  concentration  is  less 
than  10  milliunits/ml  and  is  often  undetect- 
able. In  contrast,  patients  with  primary  hypo- 
thyroidism will  have  markedly  elevated  levels 
of  TSH,  usually  greater  than  20  milliunits/ml. 
Low  levels  of  TSH  in  patients  with  clinical 
and  biochemical  findings  of  hypothyroidism 
suggest  secondary  hypothyroidism  due  to  pi- 
tuitary or  hypothalamic  failure. 

TRH  Test 

The  elucidation  of  the  hypothalamic  factor, 
thyrotropin  releasing  hormone  (TRH),  and  its 
synthesis  have  provided  a useful  test  which 
can  distinguish  hypothalamic  deficiency  as  a 
cause  of  hypothyroidism  from  primary  pitui- 
tary TSH  deficiency,  as  well  as  a test  to  sub- 
stantiate hyperthyroidism. 

Serum  concentrations  of  TSH  are  deter- 
mined after  intravenous  TRH  is  administered. 
In  normal  subjects,  there  is  a prompt  increase 
in  TSH  levels  within  15-60  minutes."  In  the 
patient  with  hyperthyroidism,  the  elevated 
levels  of  thyroid  hormones  suppress  the 
normal  pituitary  response  to  TRH  and,  con- 
sequently, no  elevation  of  TSH  is  detected  af- 
ter TRH.^“  This  lack  of  response  is  also  seen 
in  patients  with  primary  pituitary  deficiency 
of  TSH,  a cause  of  secondary  hypothyroidism. 
However,  when  hypothalamic  disease  is  the 
cause  of  secondary  hypothyroidism,  increased 
levels  of  TSH  will  be  detected  after  adminis- 
tered TRH." 

Thyroid  Antibodies 

The  thyroid  antibody  tests  have  the  great- 


est application  in  the  diagnosis  of  Hashimoto’s 
chronic  lymphocytic  thyroiditis.  In  chronic 
lymphocytic  thyroiditis  the  incidence  of  posi- 
tive tanned  red  cell  agglutination  tests  (titers 
greater  than  1:250)  and  positive  complement 
fixation  tests  (titers  greater  than  1:20)  is  be- 
tween 60-90%."  However,  low  titers  of  thy- 
roid antibodies  can  be  detected  in  a small  per- 
centage of  normal  patients,  in  Graves’  disease, 
and  in  thyroid  carcinoma.  Occasionally,  mark- 
edly elevated  titers  of  thyroid  antibodies  can 
be  detected  in  these  latter  non-thyroiditic  con- 
ditions. 


Summary 

The  more  recent  tests  of  thyroid  function 
have  been  reviewed.  In  general,  the  total  T4 
and  the  T3RU  are  the  most  often  used  tests 
in  order  to  evaluate  thyroid  function.  The 
T3RU  ratio  can  be  used  to  adjust  for  altera- 
tions of  thyroxine  binding  capacity.  The  TSH 
determination,  coupled  with  the  use  of  TRH, 
provide  more  sensitive  evaluations  of  neuro- 
endocrine thyroid  function.  Measurement  of 
total  T3  is  especially  useful  in  the  syndrome 
of  T3  thyrotoxicosis. 
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ELECTROMYOGRAPHIC  FINDINGS 
IN  MYOPATHY 


William  E.  Staas,  Jr.,  M.D. 


Introduction 

The  term  myopathy  connotes  a pathological 
state  which  primarily  affects  the  striated 
muscle  fibers  producing  alteration  in  their 
structure  and  function.  The  dystrophic  my- 
opathies comprise  a special  group  in  which 
a genetically  determined  abnormality  induces 
premature  cell  death.  These  disorders  attain 
special  significance  since  the  human  organism 
has  developed  all  the  muscle  cells  it  is  des- 
tined to  have  prior  to  birth.  During  intrauter- 
ine life  myoblasts  fuse  and  form  myotubes 
which  then  differentiate  into  muscle  cells.  Con- 
tinued cell  growth  occurs  during  childhood; 
these  cells  must  endure  during  the  lifetime  of 
the  individual,  for  if  totally  destroyed  they  are 
never  replaced. 

Rather  than  discussing  each  of  the  myop- 
athies in  detail,  I have  summarized  those 
which  are  most  prevalent  or  of  unusual  inter- 
est. Tables  I-III  outline  the  disorders  with 
special  reference  to  inheritance,  clinical  pres- 
entation, course,  and  pertinent  laboratory 
findings  including  serum  enzymes,  biopsy,  and 
electromyography. -2  The  specific  electrophy- 
siologic  abnormalities  found  in  some  of  these 
disorders  are  listed  in  Table  IV. 

The  Electromyogram 

Before  the  introduction  of  electrodiagnos- 
tic techniques  into  clinical  practice,  the  neuro- 
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logic  examination  and  muscle  biopsy  were  the 
only  clinical  tools  available  for  the  evaluation 
and  differential  diagnosis  of  diseases  of  muscles 
and  the  lower  motor  neuron.  With  the  advent 
of  the  electromyogram  (EMG),  new  oppor- 
tunities were  made  available  for  the  further 
study  of  the  diagnostic  problems  associated 
with  this  group  of  diseases.  The  electromyo- 
gram reflects  the  physiologic  and  pathophysio- 
logic status  of  the  motor  unit;  however,  it  does 
not  permit  one  to  establish  an  etiologic  diag- 
nosis. Through  the  electrical  recording  of  bio- 
logic phenomena,  it  offers  the  opportunity  to 
correlate  the  disease  process  with  the  clinical 
evaluation. 

The  electromyographic  examination  offers 
the  following:® 

1)  The  extension  of  the  neurologic  examin- 
ation to  the  cellular  level. 

2)  Localization  of  the  pathologic  process 
within  the  motor  unit,  thus  differentiat- 
ing lower  motor  neuron  disease  from 
muscle  disease. 

3)  Objective  confirmation  of  clinically  in- 
volved muscles  and/or  nerves. 

4)  Recognition  of  a pathologic  process  in 
muscles  and  nerves  which  may  not  be 
clinically  evident. 

5)  Detection  of  minimal  muscle  function 
which  may  not  be  clinically  evident. 

6)  Distinguishing  between  partial  and  com- 
plete lesions  by  estimating  the  physio- 
logic function  within  the  motor  unit. 

7)  Estimation  of  improvement  of  progres- 
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TABLE  I A 


BECKER’S  MUSCULAR 

LIMB  GIRDLE  MUSCULAR 

DUCHENNE’S  DYSTROPHY 

DYSTROPHY 

DYSTROPHY 

INHERITANCE 

X-linked  recessive 

X-linked  recessive 

Autosomal  recessive 

SEX 

Males 

Males 

Males,  females 

AGE  ONSET 

Birth  to  1 year 

Childhood 

Childhood  to  adult  years 

MUSCLES 

Proximal  then  distal,  lowers 

Same  as  Duchenne’s — 

Girdle  muscles 

INVOLVED 

then  uppers,  heart 

milder  course 

FACE 

Spared 

Spared 

Spared 

MUSCLE  BULK 

Hypertrophy — Atrophy 

Hypertrophy — Atrophy 

Atrophy 

DEFORMITIES 

Contractures,  Scoliosis 

Contractures 

Contractures 

PROGRESSION 

Steady — Death  age  21 

Slow — ambulatory  into 
teens  or  adult  life 

Slow 

SERUM  ENZYMES 

Increased 

Increased 

Mild  elevation 

BIOPSY  FINDINGS 

Degeneration,  loss  of  muscle 

Similar  to  Duchenne’s 

Great  variation  in  fiber  size 

fibers,  variation  in  fiber  size. 

except  type  2B  fiber 

with  fiber  splitting 

increased  connective  tissue, 
replacement  of  fibers  with 
connective  tissue  then  fat 

preserved 

EMG 

Myopathic 

Myopathic 

Myopathic 

TABLE  I B 


FACIO-SCAPULO-HUMERAL 
MUSCULAR  DYSTROPHY 

MYOTONIC  DYSTROPHY 
(STEINERT’S) 

MYOTONIA  CONGENITA 
(THOMPSON’S  DISEASE) 

INHERITANCE 

Dominant 

Autosomal  dominant 

Autosomal  dominant  or 
recessive 

SEX 

Males,  females 

Males,  females 

Males,  females 

AGE  ONSET 

2nd  or  3rd  decade 

Usually  adult,  childhood 
less  often 

Infancy  to  childhood 

MUSCLES  INVOLVED 

Face  and  shoulder  girdle 
and  pelvic  girdle  in  some 

Distal  primarily  and  face 

Myotonic  response — may  be 
generalized.  No  weakness 

FACE 

Atrophy,  Involved 

Involved 

Spared 

MUSCLE  BULK 

Atrophy 

Atrophy 

Hypertrophy 

DEFORMITIES 

Foot  drop,  heel  cord 
contractures,  winging  of 
scapula,  myopathic  facies 

Contractures,  cataracts, 
frontal  balding,  gonadal 
atrophy.  Ptosis,  Pes  Cavus 
Scoliosis 

None 

PROGRESSION 

Slow 

Slow,  weakness  and  myo- 
tonic response  (worse  in 
cold ) 

None 

SERUM  ENZYMES 

Mild  elevation 

Often  normal  but  have 
conduction  defects  in  heart 
and  low  IgG 

Normal 

BIOPSY  FINDINGS 

Many  large  fibers  with 
few  atrophic  ones 

Type  1 fiber  atrophy  with 
Type  II  fiber  hypertrophy, 
central  nuclei 

Minor  and  non-specific 

EMG 

AAyopathic 

Myopathic  and  myotonic 
discharges 

Myopathic  and  myotonic 
discharges 
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TABLE  I C 


PHOSPHORYLASE  DEFICIENCY 
McARDLE’S  DISEASE 

HYPOKALEMIC  PERIODIC 
PARALYSIS 

HYPERKALEMIC  PERIODIC 
PARALYSIS 

INHERITANCE 

Uncertain 

Autosomal  dominant 

Autosomal  dominant 

SEX 

Both 

Males  and  females 

Both 

AGE  ONSET 

Early  childhood 

2nd  decade  usually 

Childhood  to  adult 

MUSCLES 

Pain,  stiffness,  weakness 

Quadraplegia  with  rest 

Acute  quadraplegia  and 

INVOLVED 

during  exercise;  heart, 
one  case 

following  exercise — 
Proximal  muscles  worse, 
DTR  decreased  or  absent, 
EKG  changes 

eye  muscles — 30  minutes 
after  exercise,  DTR 
decreased  or  absent 

FACE 

Jaw 

Spared 

Spared 

MUSCLE  BULK 

Normal 

Normal 

Normal 

DEFORMITIES 

None 

None 

None 

PROGRESSION 

None  progressive 

Lasts  6-24  hrs.,  onset  after 
exercise,  meals,  stress,  cold; 
may  progress  to  true  myop- 
athy or  subside  with  age, 
may  improve  with  exercise 
or  Kcl 

Lasts  1-3  hrs.,  also  associ- 
ated with  emotions,  cold; 
may  progress  to  myopathy 
or  subside  with  age,  may 
improve  with  exercise  or 
Diuril 

SERUM  ENZYMES 

Lack  of  lactic  acidemia  follow- 
ing ischemic  exercise 

Normal  but  K-f-  decreased 
( 3 mEq  or  less) 

Normal — K-|-  elevated 
(7  mEq  or  higher) 

BIOPSY 

Absence  of  phosphorylase  on 
histo-or  bio-chemistry 

Insufficient  data 

Insufficient  data 

EMG 

Silence  during  contracture, 
decrease  amplitude  of  action 
potential  with  stimulation  of 

Electrical  silence,  muscle 
does  not  respond  to  direct 
electrical  stimulation 

Fibrillations,  myotonic 
discharges 

nerve  or  maximum  effort  of 
muscle  contraction 


TABLE  1 D 

NORMO-KALEMIC  PERIODIC 

PARAMYOTONIA 

PARALYSIS 

INHERITANCE 

Autosomal  dominant 

Autosomal  dominant 

SEX 

Both 

Both 

AGE  ONSET 

Childhood 

Childhood  to  adult 

MUSCLES  INVOLVED 

Extremities  and  pharyngeal — 
similiar  to  hyperkalemic  type, 
following  exercise  or  cold  exposure 

Similar  to  hyperkalemic  type 

FACE 

Yes — eyelids,  facial  expression 

Spared 

MUSCLE  BULK 

Normal 

Normal 

DEFORMITIES 

None 

None 

PROGRESSION 

May  progress  to  myopathy  or  sub- 

Similar to  hyperkalemic  type. 

side  with  age,  worse  with  exercise, 

Improved  by  Na  cl,  made  worse 

improves  with  Diuril 

with  K-j- 

SERUM  ENZYMES 

Normal — K-(-  elevated 

Normal — K-|-  normal 

BIOPSY 

Insufficient  data 

Insufficient  data 

EMG 

Myotonic  discharge  and 
fibrillations 

Insufficient  data 
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TABLE  II 

CARCINOMATOUS  SYNDROMES  AND  STIFF  MAN  SYNDROME 


CARCINOMATOUS 

CARCINOMATOUS 

MYASTHENIC 

PROXIMAL 

SYNDROME 

MYOPATHY 

STIFF  MAN  SYNDROME 

RASH 

None 

None 

None 

ASSOCIATION 

Neoplasm  — 

Neoplasm  — 

None 

lung  most  often 

lung  most  often 

AGE  ONSET 

Middle  age  or  older; 

Middle  age  or  older; 

Middle  age — males  usually 

males  most  often 

males  most  often 

SYMPTOMS  AND 

Girdle  muscle  weakness 

Proximal  weakness  and 

Muscle  stiffness,  spasm. 

SIGNS 

with  atrophy.  Patellar 
jerk  absent 

atrophy 

rigidity 

COURSE 

Improvement  with 

Remission  may  occur 

Progression — relaxation 

Neostigmine, 

with  sleep,  spinal  anes- 

no change  with  removal 

thesia,  general  anesthesia. 

of  neoplasm 

nerve  block.  Curare, 
Valium 

MUSCLES 

Girdle  muscles  — 

Shoulder  and  pelvic 

Axial  then  appendicular — 

shoulders,  hips,  face  rare 

groups 

symmetrical,  face  pharyn- 
geal, respiratory  rare 

ENZYMES 

Normal 

May  be  elevated 

Normal 

BIOPSY 

Non-specific — myopathic, 
degeneration  of  fibers, 
atrophy 

Non-specific  myopathy 

Normal 

EMG 

Stimulation  at  2/sec — 

Myopathic 

Continuous  runs  of  normal 

decreased  amplitude; 

motor  units  at  “rest" 

stimulation  at  30-50/sec — 
increased  amplitude  and 
post  tetanic  facilitation; 
ultra  sensitivity  to  Decame- 
thonium  myoneural 
blockers,  reversal  with 
Neostigmine  and  Tensilon 


sion  of  a disease  process  before  it  is  clini- 
cally evident. 

Instrumentation 

In  clinical  electromyography,  a needle  elec- 
trode is  inserted  into  muscle  belly  in  order  to 
study  the  extra-cellular  electrical  activity  from 
within  the  whole  muscle.  Electrical  potentials 
are  displayed  on  an  oscilloscope  and  directed  to 
a loud  speaker  through  audio-amplifiers.  The 
exact  characteristic  of  the  motor  unit  poten- 
tial including  amplitude  and  duration  may  be 
studied  with  the  use  of  photographs  or  fiber- 
optic write-offs  obtained  during  the  procedure. 


In  addition  to  the  video  representation  on  the 
oscilloscope,  the  sound  of  the  electrical  activ- 
ity further  assists  the  examiner  in  evaluating 
the  muscle  being  studied.  During  the  electro- 
myographic examination,  the  following  obser- 
vations are  made  and  recorded:  the  resistance 
offered  to  needle  insertion;  the  presence  or  ab- 
sence of  electrical  activity  during  rest;  the 
amount  and  type  of  electrical  activity  with 
minimum  and  maximum  effort  of  contraction, 
including  the  amplitude  and  the  duration  of 
the  motor  units;  the  rate  of  firing  of  motor 
units;  and  the  interference  pattern  or  recruit- 
ment and  summation  of  motor  units.  It  must 
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TABLE  m A 

INFLAMMATORY  MYOPATHIES— POLYMYOSITIS  AND  DERMATOMYOSITIS 


POLYMYOSITIS 

DERMATOMYOSITIS 

RASH 

None 

Yes — Violaceous  eyes  and  face 

ASSOCIATION 

Neoplasm,  Collagen  Disorders 

Neoplasm,  Collagen  Disorders 

(SLE,  PN,  RA) 

(SLE,  PN,  RA) 

AGE  ONSET 

Any  age — childhood  to  adult 

Any  age — childhood  to  adult 

SYMPTOMS  AND  SIGNS 

Weakness  in  proximal  muscles  with 

Weakness  in  proximal  muscles  with 

or  without  aching,  may  be  symme- 

or without  aching,  may  be  symme- 

trical or  asymmetrical 

trical  or  asymmetrical 

COURSE 

Variable — may  be  chronic  or 

Variable — may  be  chronic  or 

rapidly  progressive 

rapidly  progressive 

MUSCLES 

Extremities,  pharynx,  intercostal 

Extremities,  pharynx,  intercostal 

muscles 

muscles 

ENZYMES 

Usually  elevated 

Usually  elevated 

BIOPSY 

Perifascicular  fiber  atrophy. 

Perifascicular  fiber  atrophy. 

inflammatory  response,  target  cells. 

inflammatory  response,  target  cells. 

no  muscle  fiber  hypertrophy 

no  muscle  fiber  hypertrophy 

EMG 

Mixed  “Neuropathy”  and  Myopathy 

Mixed  “Neuropathy”  and  Myopathy 

TREATMENT 

Corticosteroids — response  often 

Corticosteroids — response  often 

(70%  ) prompt  and  dramatic. 

(70%  ) prompt  and  dramatic. 

Imuran,  Methotrexate  for  non- 

Imuran, Methotrexate  for  non- 

responders 

responders 

be  appreciated  that  this  testing  procedure  may 
be  painful.  The  patient  must  be  capable  of 
cooperating  during  the  procedure;  without 
complete  relaxation,  the  resting  state  is  un- 
obtainable. No  special  preparation  is  needed; 
however,  the  patient  must  produce  minimal, 
as  well  as  maximal,  muscle  contraction.  If 
these  conditions  are  not  met,  the  study  may 
be  worthless  or  misleading.  Prior  surgery, 
myelography,  or  injections  may  also  cause 
abnormal  findings.^  ® 

Neuro-Physiology 

The  resting  potential  inside  the  cell  is  main- 
tained at  -90vM.®  The  intracellular  solution 
is  rich  in  potassium  ions  and  low  in  sodium 
ions,  sodium  pump  maintaining  a sodium  con- 
centration ten  times  higher  outside  the  cell 
than  inside.  The  resting  cell  membrane  is 
permeable  to  potassium.  With  migration  of 
potassium  through  the  cell  wall,  a potassium 
battery  is  created  which  maintains  the  resting 
membrane  potential.  With  secession  of  the 


sodium  pump,  there  is  intracellular  migration 
of  sodium  ions  making  the  inside  positive  and 
generating  an  action  potential.’^  Following 
this  there  is  propagation  of  the  potential  over 
the  nerve  as  a result  of  repetitive  inactivation 
and  recovery  of  the  sodium  pump  mechanism 
with  the  establishment  of  an  electromagnetic 
field.  When  the  action  potential  reaches  the 
myoneural  junction,  acetylcholine  is  released, 
which  initiates  muscle  contraction.® 

When  acetylcholine  is  released  at  the  myo- 
neural junction,  there  is  rapid  depolarization 
of  the  muscle  cell  membrane  including  the 
transverse  tubular  system.  As  depolarization 
progresses  along  the  transverse  tubular  system, 
calcium  within  the  system,  as  well  as  within 
the  sarcoplasmic  reticulum,  is  released.  Cal- 
cium and  adenosine  triphosphate  cause  the 
migration  of  actin  molecules  over  the  myosin 
molecules  producing  muscle  contraction.  With 
calcium  removal  the  actin  and  myosin  separate, 
and  muscle  relaxation  is  produced.  Fiber 
shortening  or  contracture  as  seen  in  McArdle’s 
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NORMAL 


Disease  and  the  cadaveric  state  occur  without 
depolarization.® 

When  recording  electrophysiologic  phe- 
nomena in  the  extra-cellular  space,  the  de- 
polarization of  muscle  fibers  produces  a tri- 
phasic wave.^®  The  initial  deflection  is  posi- 
tive followed  by  a negative  wave.  The  third 
phase  is  again  positive.  The  third  phase  posi- 
tive deflection  is  lower  in  amplitude  than  the 
initial  positive  deflection  since  repolarization 
is  slower  than  depolarization.^  (Figure  1) 

Electrical  Abnormalities  in  Myopathy 

Table  IV  summarizes  the  findings  in  normal 
muscle  and  in  myopathy. During  the  rest- 
ing state,  normal  muscle  is  usually  electrically 
silent.  In  a myopathic  process,  the  muscle 
may  be  silent  at  rest  or  may  demonstrate  fi- 
brillation potentials,  positive  waves,  bizarre 
high  frequency  potentials,  or  myotonic  dis- 
charges. Fibrillation  potentials  and  positive 
waves  are  more  often  seen  in  polymyositis. 
They  are  less  commonly  seen  in  the  dystrophic 
myopathies  and  metabolic  myopathies.  Bi- 
zarre high  frequency  potentials  may  be  seen 
in  any  or  all  of  the  myopathies.  Myotonic 
discharges  are  most  commonly  found  in  myo- 
tonic dystrophy,  myotonia  congenita,  and  hy- 
perkalemic  periodic  paralysis. 

During  needle  insertion,  the  muscle  resist- 


MYOPATHIC 

(INCOMPLETE  SUMMATION) 


ance  may  be  decreased  or  increased  compared 
with  normal  muscle.  In  acute  or  subacute 
atrophy,  the  resistance  is  usually  decreased. 
In  the  chronic  phase  of  atrophy  with  fibrosis, 
resistance  to  needle  insertion  is  usually  in- 
creased. 

During  minimal  effort  of  muscle  contraction, 
the  subject  can  isolate  single  motor  units.  In 
myopathies,  this  ability  is  usually  lost  as  a 
result  of  the  recording  electrode  picking  up 
potentials  from  fibers  of  many  overlapping 
motor  units.  In  addition,  muscle  disease  usu- 
ally reduces  the  number  of  muscle  fibers  with- 
in each  motor  unit;  therefore  more  units  are 
required  to  produce  a given  force.  This  is  ex- 
pressed on  the  oscilloscope  by  increased  num- 
bers of  motor  units  compared  with  effort  of 
contraction. 

The  normal  motor  unit  has  an  amplitude 
from  200  to  2000  microvolts  with  a duration  of 
2 to  10  milliseconds.  Amplitude  and  duration 
are  directly  related  to  the  size  of  the  motor 
unit  and  numbers  of  muscle  fibers  contribut- 
ing to  each  unit.  In  myopathy,  the  amplitude 
of  the  unit  is  significantly  decreased,  as  is  the 
duration.  The  typical  myopathic  motor  unit 
is  500  microvolts  or  less  in  amplitude  with  a 
duration  less  than  2 milliseconds. 

The  synchronous  firing  of  muscle  fibers  in- 
nervated by  the  same  terminal  axon  produces 
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TABLE  III  B 

INFLAMMATORY  MYOPATHIES  — 
RHEUMATOID  ARTHRITIS  AND 
POLYMYALGIA  RHEUMATICA 


BIOPSY 

RHEUMATOID  ARTHRITIS 

Type  II  fiber  atrophy,  inflammatory 

EMG 

changes,  no  hypertrophy. 

Clinical  myopathy  usually  absent 
Myopathic  or  neuropathic 

AGE 

POLYMYALGIA  RHEUMATICA 
Over  55 

SEX 

Males  and  females 

SYMPTOMS 

Aching  and  stiffness,  temporal 

SED  RATE 

arteritis,  retinal  artery  thrombosis 
Increased 

ENZYMES 

Normal 

EMG 

Normal — Buchthal  says  myopathic 

BIOPSY 

with  quantitative  EMG 

Similar  to  RA  but  no  inflammatory 

response 

the  motor  unit  potential.  There  is  a differen- 
tial firing  time  between  the  first  and  last  fibers 
of  the  motor  unit;  however,  the  summation 
of  the  positive  and  negative  deflections  con- 
tributes to  the  normal  triphasic  potential.  In 
normal  muscle,  few  polyphasic  potentials  are 
observed  during  effort  of  contraction,  usually 
fewer  than  12%.  In  myopathy,  increased 
numbers  of  polyphasic  potentials  in  excess  of 
12%  may  be  observed.  When  two  or  more 
motor  units  discharge  in  close  proximity  or 
with  temporal  and  spacial  dispersion,  the  po- 
tential produced  appears  polyphasic.  The 
polyphasic  potential  has  more  than  four  phases 
compared  with  the  normal  triphasic  wave. 
(Figure  2) 

As  muscle  tension  increases  from  minimum 
effort  of  contraction  to  maximum  effort  of 
contraction,  there  is  an  orderly  and  predictable 
electrical  response  in  normal  muscle.  With 
minimal  effort  of  contraction,  one  or  several 
motor  units  are  observed  to  fire  at  a rate  of 
approximately  5/second.  As  effort  of  con- 
traction increases,  the  rate  of  motor  unit  firing 
increases  up  to  40  to  50/second,  more  motor 
units  are  recruited,  and  more  units  summate 


or  converge  on  the  oscilloscope  so  that  individ- 
ual motor  units  are  no  longer  recognizable. 
This  is  referred  to  as  the  interference  pattern 
or  full  recruitment  and  summation.  In  myop- 
athy, the  interference  pattern  appears  almost 
immediately  with  effort  of  contraction.  There 
is  little  or  no  gradation,  and  its  appearance 
occurs  at  a work  load  which  would  cause  a 
normal  muscle  to  react  with  fewer  motor  units. 

We  should  briefly  consider  the  fibrillation 
potential  and  positive  wave  since  these  are 
classically  described  in  association  with  neur- 
opathies.^^-^^  Buchthal  has  demonstrated  the 
presence  of  fibrillation  potentials  in  small  num- 
bers in  some  normal  muscles.  Generally,  how- 
ever, the  presence  of  fibrillation  potentials  sug- 
gests a neuropathic  process.  Their  presence  in 
myopathic  processes  is  felt  to  be  due  to  ter- 
minal axon  separation  in  the  region  of  the 
myoneural  junction  or  to  muscle  fibers  split- 
ting as  a result  of  inflammation  or  degener- 
ation. In  either  case,  the  end  result  is  “de- 
nervation” of  the  muscle  fiber  or  fibers  in- 
volved. As  stated  earlier,  this  is  most  preval- 
ent in  the  inflammatory  diseases  of  muscles 
such  as  polymyositis. 

The  positive  wave  is  usually  classically  de- 
scribed in  association  with  neuropathies;  how- 
ever, it  is  also  observed  in  myopathies.  The 
specific  origin  of  these  waves  is  uncertain; 
however,  it  is  suggested  that  they  occur  in  the 
presence  of  “sick  muscle,”  possibly  resulting 
from  a defect  in  the  sodium  pump  mechanism. 
They  are  found  most  commonly  in  inflamma- 
tory myopathies,  rather  than  dystrophic  or 
metabolic  myopathies. 

Bizarre  high  frequency  potentials  fire  at  a 
regular  rate  of  10  to  150/second.  They  start 
and  stop  abruptly,  may  resemble  fibrillation 
potentials  or  triphasic  or  polyphasic  motor 
unit  potentials,  and  may  be  misinterpreted  as 
myotonic  discharges.  They  originate  from  the 
muscle  fiber  distal  to  the  myoneural  junction 
and  are  non-specific  since  they  can  be  found 
in  normal  muscle,  primary  nerve  disease,  or 
primary  muscle  disease. 

True  myotonic  discharges  are  characteristic 
of  myotonia  and  hyperkalemic  periodic  paraly- 
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Electromyographic  Findings  in  Myopathy — Staas 


TABLE  IV 

EMG  FINDINGS  IN  NORMAL  MUSCLE  AND  MYOPATHY 


Normal  Muscle 

Myopathy 

Resistance  to  needle 

Normal. 

Decreased  in  early  phase  of  atrophy. 

insertion 

Increased  with  fibrosis. 

Needle  insertion 

Normal  insertional  electric  activity. 

Normal  or  increased  insertional 
electric  activity. 

Rest 

Electrical  silence. 

Fibrillation  potentials,  positive  sharp 
waves,  bizarre  high  frequency 
potentials,  myotonic  discharges. 

Minimum  effort  or  muscle 

Triphasic  potentials, 

Triphasic  and  polyphasic  potentials 

contraction 

ability  to  isolate  single  motor  units. 

( greater  than  12%).  Inability  lo 
isolate  single  motor  units.  Decreased 
amplitude  and  duration  of  motor 
units. 

Maximum  effort  of  muscle 

Triphasic  potentials  with  full  recruit- 

Many polyphasic  potentials. 

contraction 

ment  and  summation  of  motor  units. 

Decreased  amplitude  and  duration  of 
motor  units  and  full  recruitment  and 
summation  of  motor  units. 

sis.  They  occur  with  waxing  and  waning  of 
rapidly  firing  units  producing  the  classical 
dive-bomber  sound. 

Specific  Myopathies 

The  electromyographic  findings  in  the  dys- 
trophies including  Duchenne’s,  Becker’s,  limb 
girdle,  and  fascio-scapulo-humeral  are  similar; 
they  are  as  described  in  Tables  I-III. 

McArdle’s  Disease  is  characterized  by 
muscle  cramp  with  contracture  and  a silent 
EMG  during  the  contracture.  With  repetitive 
electrical  stimulation,  there  is  a decrease  in 
the  amplitude  of  the  action  potential,  produc- 
tion of  cramp,  and  lack  of  rise  in  blood  lactate 
level. 

The  myopathies  associated  with  hyperthy- 
roidism and  hypothyroidism  are  of  two  basic 
types:  proximal  myopathy  and  myasthenia 
gravis. 

Myotonic  dystrophy  (Steinart’s  Disease) 
and  myotonia  congenita  (Thompson’s  Dis- 


ease) are  characterized  by  the  myotonic  dis- 
charge. The  EMG  findings  of  myopathy  may 
also  be  evident. 

The  congenital  myopathies  including  central 
core  disease,  nemaline  myopathy,  myelotubu- 
lar  myopathy,  central  nuclear  myopathy,  and 
congenital  fiber  type  disproportion  often 
demonstrate  a normal  EMG.  Generally,  an 
electromyogram  is  not  helpful.^ 

The  myopathies  associated  with  disorders 
of  the  parathyroid  gland,  pituitary  gland, 
and  the  adrenals  usually  produce  the  described 
myopathic  changes  on  EMG.^ 

The  inflammatory  myopathies  such  as  poly- 
myositis and  dermatomyositis  produce  the 
typical  myopathic  profile  on  EMG  in  addition 
to  fibrillation  potentials  and  positive  waves  at 
rest.  Not  uncommonly,  the  electromyographic 
findings  are  that  of  a mixed  neuropathy-myop- 
athy. 

Rheumatoid  arthritis  and  polymyalgia  rheu- 
matica  may  produce  classical  myopathic 
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changes  on  EMG.  Buchthal  has  observed  myo- 
pathic changes  using  quantitative 
Other  authors  have  observed  normal  findings 
with  standard  EMG  techniques^ 

The  carcinomatous  myopathies,  which  oc- 
cur in  three  to  five  percent  of  patients  with 
malignancies,  most  commonly  manifest  them- 
selves as  a myasthenic  syndrome  or  a proxi- 
mal myopathy.  It  should  be  recognized  that 
up  to  60%  of  males  over  age  50  with  poly- 
myositis-dermatomyositis  or  any  other  myop- 
athy are  found  to  have  an  associated  neo- 
plasm. 

The  myasthenic  syndrome  is  characterized 
by  a decrease  in  the  amplitude  of  an  evoked 
potential  with  stimulation  of  2 cycles/second. 
At  higher  rates  of  stimulation  from  30  to  50 
cycles/second,  the  amplitude  of  the  evoked 
potential  increases  and  is  associated  with  post- 
tetanic  facilitation.  In  addition,  the  muscles 
are  sensitive  to  decamethonium,  demonstrat- 
ing decrease  in  the  amplitude  of  the  evoked 
potential  compared  with  the  control  ampli- 
tude. This  phenomenon  is  reversed  by  neo- 
stigmine or  tensilon. 

The  Stiff  Man  Syndrome  and  its  associated 
EMG  findings  have  been  reviewed  by  Gor- 
don.^'* This  syndrome  is  characterized  by  con- 
tinuous runs  of  normal  motor  units  at  rest 
during  the  phase  of  rigidity  or  spasm.  EMG 
silence  and  muscle  relaxation  are  achieved 
with  spinal  anesthesia,  nerve  block,  myoneural 
junction  block,  and  Valium  {Roche). 

In  the  hypokalemic  type  of  periodic  paraly- 
sis, there  is  electrical  silence  on  EMG  during 
the  acute  episode.  The  muscles  do  not  re- 
spond to  direct  electrical  stimulation.  Hyper- 
kalemic  periodic  paralysis  demonstrates  fibril- 
lation potentials  and  myotonic  discharges  at 
rest  during  the  paralytic  phase.  Normo- 
kalemic  periodic  paralysis  has  not  been  ade- 


quately studied  electrophysiologically,  and 
data  are  not  available. 

Comparison  of  Biopsy  and  EMG  Findings 

Brusa  studied  26  patients  with  various 
neuro-muscular  disorders  including  polymyo- 
sitis, distal  myopathy,  amyotrophic  lateral 
sclerosis,  and  peroneal  muscular  atrophy He 
compared  histologic  data  with  electromyo- 
graphic data  and  found  that  in  the  majority 
of  his  patients,  there  was  satisfactory  correla- 
tion between  the  two  methods  of  evaluation. 
The  best  correlation  occurred  in  the  myopathic 
group  with  somewhat  less  specific  correlation 
in  the  neuropathic  group. 

Summary 

The  electromyographic  findings  in  myop- 
athy have  been  discussed.  It  is  emphasized 
that  decrease  in  motor  unit  action  potential 
amplitude  and  duration,  inability  to  isolate 
single  motor  unit  potentials,  and  easy  recruit- 
ability  are  the  classical  and  characteristic  elec- 
trical findings.  All  are  due  to  diffuse  loss  of 
muscle  fibers  within  the  motor  unit. 
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^etter«i>  to  tke  -^ditor 


To  the  Editor: 

It  appears  necessary  to  remind  local  phy- 
sicians that  the  oral  formulation  of  carbeni- 
cillin  ( GeocUlin-i?  omg)  is  effective  only  in 
the  treatment  of  urinary  tract  infections. 
Blood  and  tissue  levels  after  oral  dosing  with 
this  agent  are  not  adequate  for  any  other  type 
of  infection. 

Recently,  we  have  seen  several  patients  who 
have  been  given  oral  carbenicillin  for  the  treat- 
ment of  pulmonary,  bone  and  wound  infec- 
tions. In  most  instances,  this  oral  therapy 
followed  a course  of  parenteral  carbenicillin. 

William  J.  Holloway,  M.D.,  Director 
Infectious  Disease  Research  Laboratory 

«« 

To  the  Editor: 

The  paper,  “TB  or  Not  TB:  The  Mantoux 
Test  Reviewed,”  by  Doctor  Robert  A.  Roethe 
and  Doctor  Marvin  H.  Dorph  in  the  August 
1974  issue  of  the  Delaware  Medical  Journal 
and  Doctor  Edward  F.  GUwa’s  response  {Del- 
aware Medical  Journal  47:41)  point  up  some 
interesting  differences  between  the  clinical  and 
epidemiological  use  of  the  tuberculin  test. 

There  is  no  question  about  the  reliability  of 
the  5 TU  tuberculin  test  for  mass  screening  of 
selected  populations.  However,  there  is  also 
no  question  in  my  mind  that  while  it  is  very 
useful  in  a hospital  population,  it  is  distinctly 
fallible.  The  list  of  conditions  usually  cited 
as  responsible  for  false  negative  tests  has  in- 
creased tremendously.  Anyone  who  deals  with 
sick  individuals  must  be  aware  of  the  depres- 
sion of  ceU  mediated  immunity  in  a whole  host 
of  diseases.  It  is  no  longer  proper  to  discard 
from  consideration  a diagnosis  of  tuberculosis 
on  the  basis  of  a negative  5 TU  tuberculin 
test.  I believe  this  is  the  point.  Doctor 
Roethe  and  Doctor  Dorph  were  attempting  to 
bring  to  our  attention.  They  say  very  clearly 
that  tuberculosis  is  a diagnosis  made  bacterio- 
logically  and  not  by  a tuberculin  test. 


I would  disagree  with  Doctor  Ghwa  in  that 
I do  not  believe  that  one  can  simply  disregard 
the  19%  figure  for  negative  tuberculin  tests 
any  more  than  one  can  substantiate  fully  the 
5%  figure.  These  unquestionably  represent 
different  population  groups.  I,  also,  disagree 
with  both  Doctor  Ghwa  and  the  ATS  on  the 
250  TU  strength  test.  In  order  to  use  only 
one  strength  of  tuberculin,  one  must  presume 
that  there  is  only  one  level  of  cell  mediated 
immunity,  and  that  is  obviously  not  so.  I 
might  also  point  out  that  since  the  1961  ATS 
standards  were  issued,  the  end  point  has 
shifted  from  5 mm  to  10  mm  induration  for  a 
positive  test.  Obviously  something  has 
changed,  and  so  must  our  firm  belief  in  the 
infallibility  of  the  tuberculin  test.  I find  that 
sick  patients  with  negative  tuberculin  tests 
and  positive  AFB  cultures  are  an  increasingly 
frequent  problem  in  clinical  medicine. 

Leonard  P.  Lang,  M.D. 

« 

To  the  Editor: 

The  Delaware  Alcoholism  Council,  Inc. 
(DAC)  is  a state-wide  voluntary  alcoholism 
association.  Its  chief  goal  is  to  provide  a 
means  for  citizen  involvement  in  the  field  of 
alcoholism,  alcohol  abuse,  and  the  prevention 
of  alcohol-related  problems. 

The  DAC  is  a division  of  the  National 
Council  on  Alcoholism  in  New  York.  It  is 
NCA’s  sole  representative  in  Delaware. 

Plans  for  1975  include: 

(1)  The  opening  of  a state-wide  informa- 
tion and  referral  center  to  help  answer 
questions  regarding  alcoholism  and 
alcohol  abuse  and  to  disseminate  up-to- 
date  literature  regarding  these  areas. 

(2)  A review  of  where  and  how  taxpayers’ 
money  is  being  spent  in  the  field  of 
alcoholism  and  a study  of  how  effective 
current  tax-supported  programs  have 
been.  Suggestions  or  recommendations 
to  be  made  to  proper  authorities,  ie, 
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Division  of  Alcoholism  Services,  etc. 

(3)  Providing  encouragement  and  assist- 
ance to  industrial  concerns  interested  in 
helping  their  alcoholic  employees. 

(4)  An  update  of  information  regarding 
current  industrial  alcoholism  programs 
being  run  by  companies  throughout  the 
United  States. 

(5)  State-wide  seminars  for  areas  of  special 
concern  including  parents,  educators, 
medical  profession,  and  labor  manage- 
ment. 

At  the  present  time,  the  DAC  is  funded  by 


WILLIAM  A.  WRIGHT,  M.D. 

Dr.  William  A.  Wright,  of  Wilmington,  died 
suddenly  of  a heart  attack  on  October  19, 
1974.  He  was  49.  At  the  time  of  his  death. 
Dr.  Wright  was  practicing  emergency  medi- 
cine at  the  Wilmington  Medical  Center. 

Bill  Wright  attended  Albany  Medical  Col- 
lege, graduating  in  1949.  After  internship 
at  Rochester  General  Hospital  in  Rochester, 
New  York,  he  spent  two  years  in  the  US  Army 
Medical  Corps.  Upon  discharge,  he  came  to 
Wilmington  to  begin  practice  in  Occupational 
Medicine  with  the  DuPont  Company.  He  re- 
mained at  DuPont  until  1969  when  he  joined 
Doctors  for  Emergency  Service. 

In  the  past  eight  years.  Bill  made  trips  to 
Vietnam,  Haiti,  and  Africa,  helping  serve  the 


individual  and  corporate  donations  through 
memberships  ranging  from  $5  to  $1,000.  Our 
Board  of  Directors  includes  as  President,  Wal- 
ter T.  Husbands,  Jr.,  Marketing  Analyst  with 
the  DuPont  Company  and  member  of  the 
Board  of  Limen  House;  as  Vice  President, 
James  J.  Horgan,  Deputy  Administrator  for 
the  Justices  of  Peace,  State  of  Delaware;  and 
as  Secretary,  Captain  David  Skinner,  Social 
Actions  Group,  Dover  Air  Force  Base. 

Richard  E.  Woodrow,  Executive  Director 
Delaware  Alcoholism  Council,  Inc. 

103  West  7th  Street 
Wilmington,  Delaware  19801 


medical  needs  of  those  countries  on  a volunteer 
basis.  Besides  these  foreign  charitable  trips. 
Bill  also  gave  freely  of  his  time  and  medical 
energies  to  help  the  needy  in  this  country. 

Bill  was  interested  in  all  sports  and  was  an 
active  participant  in  physical  fitness.  He  was 
a member  of  the  New  Castle  County  Medical 
Society,  Medical  Society  of  Delaware,  and 
American  Medical  Association,  and  a past 
president  of  the  Delaware  Occupational  Medi- 
cal Association. 

He  is  survived  by  his  wife,  Janet  G.  Wright; 
a daughter,  Cynthia  L.  of  New  York;  a son, 
William  C.,  a student  at  Lehigh  University  in 
Bethlehem,  Pennsylvania;  and  two  brothers, 
Harry  M.  Wright  of  Venus,  Florida,  and  John 
M.  Wright,  Indianapolis,  Indiana. 

Joseph  E.  DeLaurentis,  M.D. 


What  a man  gout  makes!  devout,  moi’ally  pure,  temperate,  circumspect,  wake- 
ful. No  one  is  so  mindful  of  God  as  the  man  who  is  in  the  clutches  of  the  pains 
of  gout.  He  who  suffers  gout  cannot  forget  that  he  is  mortal,  because  it  affects 
him  in  every  part  of  his  being. 

Cordano  (1501-1576),  Podagrae  Enocomium 
Common  Problems  in  Office  Practice  by  Robert  R.  Taylor,  M.D. 
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UFDF  Muscles 

riklmCi  and  joints 


Wherever  it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
relief  needed. 


In  flu  and  associated  respiratory 
infection,  Empirin  Compound 
with  Codeine  provides  an 
antitussive  bonus  in  addition  to 
relief  of  pain  and  bodily 
discomfort. 


€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  ¥2); 
No.  4,  codeine  phosphate* 

64.8  mg.  (gr.  1)  *Warning-may 
be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3^/2, 
phenacetin  gr.  2V2,  caffeine 
gr.  1/2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


WHt^rLUIill5ANU 

HURTS 


EMPIRIN 

COMPOUND 

e CODEINE 

#3,  coideine  phosphate*  (32.4  mg.)  gr.  Vi 
#4,  cotJeine  phosphate*  (64.8  mg.)  gr.  1 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 

Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


"In  the  total  picture  of  dealing 
with  health  problems  in  this  country 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 

The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihoc 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 
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Is  He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a great  fund  of  information 
about  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  1 exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
and  opinions  that  I find  in  the 
papers  and  studies  which  come 
from  the  largerteachingfacilities. 

It  goes  without  saying  that  a physi- 
cian should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
at  first  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional .material  and  serve  not  just 
as  “pushers”  of  theirdrugs. 

rhe  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
^/ated  sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— /.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


Keeping  things  in  balance 


Antivert*/25  Tablets 

(25  mg.  meclizine  HCl) 


’'INDICATIONS-  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting 
the  vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 

CONTRAINDICATIONS.  Administration  of  Antivert  dunng  pregnancy  or  to 
women  who  may  become  pregnant  is  contraindicated  in  view  of  the  teratogenic 
effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 


has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100 
mg.Ag./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft 
palate.  Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous 
hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug, 
patients  should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or 
operating  dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.  ” 

ADVERSE  REACTIONS.  Drowsiness,  dry 

mouth  and,  on  rare  occasions,  blurred  vision  ^ of  Pfizer  Pharmaceuticals 

have  been  reported.  New  York,  New  York  10017 


^ditoriaU 

LIABILITY  INSURANCE 

The  members  of  the  Medical  Society  of 
Delaware  whose  medical  liability  insurance  is 
with  the  Aetna  Insurance  Company  received 
a bit  of  a jolt  at  the  premium  increase  for 
1975.  I suspect  that  the  specter  of  a possible 
medical  liability  suit  and  the  unavailability  of 
insurance  protection  top  the  list  of  concerns 
of  physicians  of  this  community. 

Physicians  in  several  other  states  fare  less 
well  than  we;  some  pay  much  higher  premiums 
in  all  risk  classes,  and  others  face  the  immi- 
nent possibility  of  having  NO  insurance  pro- 
tection at  all  as  one  insurance  carrier  after 
another  withdraws  from  providing  this  type 
of  coverage. 

While  physicians  throughout  the  nation 
have  for  some  time  been  alarmed  at  the  rising 
tide  of  medical  liability  litigation,  increasing 
not  only  numerically  but  also  in  severity  of 
judgments,  the  general  public  and  those  in 
government  have,  until  recently,  seemed  to 
feel  that  this  is  a problem  of  little  or  no  con- 
cern to  either.  A Federal  government  com- 
mittee, commissioned  to  study  the  problem,  a 
year  or  so  ago  concluded  that  most  such  liti- 
gations were  meritorious  and,  in  addition,  the 
problem  was  one  for  the  medical  profession 
alone  to  worry  with.  The  number  of  cases  to 
be  heard  by  our  own  State  Society  medical- 
legal  panel  has  increased  so  much  in  recent 
months  that  the  out-of-pocket  costs  incident 
to  the  hearings  have  placed  a strain  on  the 
Society’s  financial  resources. 

In  recent  weeks,  the  problem  has  received 
national  coverage  in  newspapers  and  on  TV 
news  programs;  and  even  the  Secretary  of 
HEW,  Mr.  Weinberger,  has  indicated  sufficient 
concern  to  appoint  a departmental  committee 
to  explore  the  matter.  One  wonders  if  this 
sudden  concern  is  related  to  the  impact  of 
physician  costs  on  a national  health  insurance 
program  yet  to  be  enacted.  Astronomically 
high  insurance  premiums  for  medical  liability 
are  ultimately  passed  on  to  the  purchasers  of 


physician  services.  At  present  this  is  to  the 
private  sector,  and  in  the  future,  to  the  govern- 
ment which  will,  under  a national  health  insur- 
ance plan,  be  paying  the  bills. 

Clearly,  the  medical  liability  problem  is  of 
crisis  proportions  in  this  country  at  present, 
and  the  reasons  for  the  crisis  are  multiple.  Any 
solution  will  be  complex,  will  be  costly,  will 
not  eliminate  the  problem,  and,  at  best,  will 
be  only  palliative.  While  the  situation  here 
in  Delaware  has  not  reached  crisis  proportions, 
we  should  be  planning  now  for  the  panic  situ- 
ation which  will  likely  occur  here  within  a year 
or  two.  There  are  no  easy  answers  to  such  a 
complex  problem,  and  any  solutions,  at  best, 
will  be  only  partially  satisfactory.  This  writer 
claims  no  expertise,  but,  for  purposes  of  dis- 
cussion, the  following  comments  are  offered. 

First,  let  us  stop  blaming  the  contingency 
fee  system  as  a cause  of  the  problem.  The 
business  practices  of  the  legal  profession  are 
beyond  our  domain  and  are  none  of  our  busi- 
ness, anyway.  Second,  let  us  keep  in  mind 
that  whatever  solutions  are  decided  upon,  the 
rights  of  the  patient  must  be  the  paramount 
concern  of  our  profession.  There  can  be  no 
doubt  that  many  medical  liability  suits  are 
meritorious.  The  dictum  we  were  taught  in 
medical  school,  “Do  No  Harm,”  is  impossible 
of  100%  achievement  because  of  the  complex- 
ity of  medical  science  and  because  we  physi- 
cians are  just  human  and  subject  to  the  frail- 
ties of  all  humans,  including  errors  in  judg- 
ment. Who  among  us  can  always  claim  better 
foresight  than  hindsight?  Negligence  is  an- 
other matter. 

Assuming  these  premises  to  be  true,  we  must 
conclude  that  medical  liability  problems  will 
always  be  with  us,  and  our  attempts  at  solu- 
tion must  be  in  reducing  them  to  manageable 
proportions.  The  immediate  pressing  task  is 
to  keep  liability  insurance  available  at  a cost 
which  the  medical  system  can  reasonably  ab- 
sorb and  to  set  limits  of  liability  adequate  to 
protect  the  insured  from  financial  disaster. 
Each  practitioner-physician  must  renew  his 
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efforts  in  every  way  possible  to  minimize  the 
chances  of  patient  injury  from  the  health  care 
he  renders. 

Our  State  Medical  Society  is  busily  looking 
for  ways  to  stabilize  the  situation  in  Delaware. 
The  AMA  Board  of  Trustees  has  suggested 
that  each  state  society  seek  the  help  of  its 
state  insurance  commissioner  and  state  legis- 
lature in  an  effort  to  establish  risk-pooling 
mechanisms  for  existing  liability  carriers  so 
that  such  carriers  are  able  to  provide  coverage, 
to  establish  regulations  concerning  such  things 
as  statute  of  limitations,  to  limit  monetary  re- 
covery for  pain  and  suffering,  and  to  eliminate 
monetary  awards  as  a punitive  measure  and 
other  excesses  that  produce  astronomically 
high  judgments.  Over  the  long  term,  medical 
societies  must  work  to  devise  a system  that 
will  protect  both  patient  and  physician,  and, 
yet,  will  not  be  so  financially  burdensome  as  to 
be  unworkable.  Such  a plan  should,  insofar 
as  insurance  features  are  concerned,  be  kept 
within  the  private  insurance  sector.  The  pros- 
pect of  a low-premium,  federally-financied  in- 
surance program  must  be  examined  with  great 
caution  by  the  medical  profession.  While  such 
an  insurance  program  may  be  low  in  financial 
cost  to  the  physician,  the  price  in  lost  freedom 
would  probably  be  enormous. 

It  seems  to  this  writer  that  a plan  of  adju- 
dication and  compensation  patterned  after  the 
existing  Workmen’s  Compensation  System 
could  best  fit  the  role  of  dealing  with  patient 
injury.  Such  a plan  could  reduce  costly  legal 
proceedings;  could  eliminate  the  emotional  as- 
pects of  a public  trial  which  often  lead  to 
awards  not  commensurate  with  the  facts;  and 
would  substitute  a fact-finding  panel  or  com- 
mission to  1)  ascertain  that  injury  has  occur- 
red as  a result  of  medical  treatment,  2)  deter- 
mine the  extent  of  the  injury  and  assess  the 
likely  disability  arising  therefrom,  and  3)  set 
the  reasonable  compensation  to  offset  the  dis- 
ability sustained.  While  this  outline  is  over- 
simplified, in  my  opinion  it  would  be  superior 
to  the  present  tort  system  that  is  costly  not 
only  to  the  insurer  and  the  insured,  but  also 
to  the  patient-plaintiff.  It  is  estimated  that 
only  16%  (approximate)  of  the  money  spent 


in  successful  medical  liability  litigations  ac- 
tually reaches  the  injured  patient-plaintiff. 

Whatever  final  method  is  used  to  deal  with 
this  crisis,  the  cost  will  be  high.  It  will  be 
borne  in  great  measure  directly  by  the  phy- 
sician, but  in  the  end  by  the  purchasers  of 
physician  services.  That  the  crisis  needs  to  be 
managed  is  inescapable.  At  a time  when 
medical  manpower  needs  are  close  to  being 
met,  the  soaring  costs  of  liability  insurance 
are  apt  to  reduce  the  ability  of  physicians  to 
practice  without  risk  of  personal  financial  dis- 
aster. 

C.B.H. 

!S  JS 

WORLD  HUNGER,  WORLD  POPULATION, 

AND  THE  MEDICAL  PROFESSION 

The  World  Food  Conference  that  opened 
in  Rome  on  November  5,  1974  was  a concerted 
worldwide  effort  to  combat  hunger.  Repre- 
sentatives of  123  nations  met  to  discuss  the 
present  deteriorating  conditions  and  grim  fu- 
ture prospect  of  severe  world  malnutrition. 
The  conference  closed  on  November  17  th,  hav- 
ing drafted  a campaign  among  the  nations  to 
create  a new  agency:  the  World  Food  Council. 

It  appears  from  the  news  releases  of  this 
conference  that  there  was  a great  deal  of  hard 
feeling  among  some  of  the  nations  represented 
who  felt  that  the  highly  developed  nations, 
especially  the  United  States,  should  contribute 
large  amounts  of  food  to  under-developed  na- 
tions. The  US  representatives  had  proposed 
an  agricultural  development  fund,  financed 
partly  by  the  oil-producing  countries,  to  in- 
crease food  production  in  the  poorer  countries; 
this  proposal  failed. 

Frustration  has  been  continuous  in  the 
struggle  to  keep  up  the  production  of  food- 
stuffs and  to  hold  down  population  growth  be- 
cause of  the  nations  of  the  world  refusing  to 
yield  any  of  their  personal  dominion  in  favor 
of  the  human  race  in  general.  In  fact,  “In 
1945  Dr.  John  Boyd-Orr,  the  First  Director 
General  of  the  Food  Acquisition  Organization, 
was  a reluctant  draftee  because  he  had  im- 
agined a supranational  agency  which  would 
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have  ‘taken  food’  out  of  politics  and  politics 
‘out  of  food,’  but  it  was  obvious  that  the  na- 
tions were  not  yet  ready  to  yield  a fraction  of 
their  sovereignty  in  the  interest  of  the  world 
community.”^ 

A glance  at  any  daily  newspaper  or  current 
news  magazine  reveals  the  greatest  problems 
of  our  generation  are  excessive  population 
growth  and  world  hunger.  The  medical  pro- 
fession on  a national  and  international  scale 
has  been  extremely  active  in  its  concern  for 
these  problems.  Since  its  inception  following 
the  second  World  War  the  World  Health  Or- 
ganization has  a section  devoted  to  the  study 
of  world  population  and  malnutrition.  The 
AMA  also  has  a section  devoted  to  population 
growth  and  nutrition  which  for  a number  of 
years  has  sent  representatives  to  most  of  the 
world  population  and  nutrition  congresses. 

The  purpose  of  this  editorial  is  to  stimulate 
interest  among  physicians  in  these  important 
concerns:  what  can  we  do  to  help  in  the  strug- 
gle to  overcome  the  many,  almost  insurmount- 
able problems  associated  with  growth  of  popu- 
lation and  hunger?  As  physicians  dedicated 
to  helping  others,  we  cannot  isolate  ourselves 
from  the  plight  of  the  starving  millions  of  the 
world.  In  this  age  of  rapid  transportation 
and  communication  and  multinational  com- 
panies, the  conditions  of  the  people  of  one  part 
of  this  planet  cause  changes  directly  or  in- 
directly in  the  lives  of  all  other  peoples. 

The  greatest  problem,  the  pressure  of  world 
population  growth,  is  crushing  in  its  dimen- 
sions. As  Dr.  W.  R.  Jenkins  points  out,  “As 
many  people  now  live  on  earth  as  have  lived 
here  in  aU  centuries  past.  Thus  while  some 
7 billion  humans  have  been  born,  3.5  billion 
still  live.  This  population  growth  is  due  not 
only  to  the  much  publicized  natural  increase, 
but  perhaps  more  importantly  due  to  preven- 
tive medicine  and  public  health  which  keep 
more  infants  alive  during  the  critical  first  years 
and  extend  the  life  expectancy  for  each  of 
these  infants.”^  Numerous  approaches  have 
been  suggested  to  try  to  stop  this  growth,  such 
as  the  use  of  contraceptive  methods — mechan- 
ical and  chemical — in  both  developed  and  un- 


der-developed countries.  This  approach  has 
been  very  encouraging  in  the  developed  na- 
tions but  has  had  little  or  no  effect  elsewhere. 
The  ready  availability  of  abortion  has  helped 
to  slow  population  growth  in  such  over-popu- 
lated nations  as  Japan.  But  as  Dr.  Alfred 
Spinks  stated  in  the  Jephcott  lecture  last  year, 
“In  spite  of  birth  control  the  population  of 
India  is  rising  by  nearly  20  million  a year.”^ 

The  most  sensible  approach  would  naturally 
be  family  planning  with  limitation  to  two 
children  per  family.  Theoretically  this  should 
give  us  zero  population  growth  (ZPG);  how- 
ever, this  would  require  worldwide  coopera- 
tion to  be  effective.  The  highly  sophisticated 
and  industrialized  nations  should  encourage 
the  developing  nations  to  make  ZPG  part  of 
their  national  policy.  But  even  if  we  could 
hold  world  population  at  4 to  4.5  billion,  how 
are  we  going  to  feed  that  great  mass  of  people 
when  half  the  world  goes  hungry  right  now? 

When  you  realize  that  at  the  present  time 
over  three-quarters  of  the  world  population  is 
hungry  and  half  the  world  population  is  suf- 
fering from  malnutrition,  any  additional  popu- 
lation burden  will  make  the  problem  impos- 
sible to  solve.  There  is  a limited  amount  of 
available  land  to  farm.  “The  measures  neces- 
sary to  solve  the  problem  of  food  cannot  be 
carried  out  successfully  by  any  one  country  or 
small  group  of  countries.  By  its  very  nature, 
the  problem  of  food  is  both  national  and  inter- 
national and  action  to  solve  it  must  be  national 
and  international.”  {WHO  Bulletin,  March 
1963) 

The  chemical  industry  has  developed  new 
processes  for  developing  some  essential  amino 
acids  from  simple  hydrocarbons,  and  these  can 
be  used  as  food  additions  or  food  supplements. 
Although  world  agricultural  research  has  pro- 
duced cereal  grains  with  higher  yields  of  pro- 
teins, this  supposedly  “Green  Revolution”  has 
not  yet  materialized,  and  it  will  not  prevent 
malnutrition.  The  need  to  limit  world  popu- 
lation growth  has  been  clearly  pointed  out: 
“The  major  causes  of  protein  deficiency  are 
the  low  concentration  of  proteins  in  food  grains 
and  the  deficiency  of  various  cereal  proteins 
namely  lysine,  methionine,  and  trytophane.”® 
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Having  presented  the  problem,  let  us  think 
about  what  can  be  done  in  solution.  The  first 
thing  is  to  give  the  public  a sympathetic  and 
knowledgeable  ear.  One  of  the  many  things 
that  physicians  can  do  to  encourage  zero  popu- 
lation is  to  limit  their  own  families  to  two, 
thereby  setting  the  proper  example,  and  to 
encourage  all  of  their  patients  to  do  the  same. 
Doctors  should  advocate  generalized  family 
planning  by  the  use  of  contraceptives  and 
should  become  active  politically  by  writing  to 
their  elective  representatives  to  encourage  na- 
tional and  worldwide  legislation  to  limit  popu- 
lation growth. 

To  combat  world  hunger  we  should  develop 
a new  eating  habit  for  ourselves  and  also  teach 
our  patients  the  advisability  of  limiting  the  in- 
take of  animal  proteins.  We  should  try  to 
curb  the  intake  of  alcoholic  beverages  made 
from  grains;  in  this  way  much  of  the  grain 
wasted  in  making  distilled  liquors  could  be 
used  to  feed  people.  The  medical  profession 
should  also  start  a strong  campaign  against 
obesity;  fat  comes  from  unnecessary  food. 

The  changes  in  our  habits  and  ways  of  life 
that  have  been  suggested  in  this  paper  are  now 
voluntary,  but  in  only  a few  years  if  the  warn- 
ings are  not  heeded  we  may  reach  a point 
where  they  will  be  imposed  involuntarily.  To 
many  this  will  mean  a totally  planned  society. 
I reject  such  a concept  completely  at  present. 
However,  it  is  entirely  possible  that  if  we  do 
not  limit  population  growth,  and  do  so  im- 
mediately, almost  every  vestige  of  individual 
freedom  will  have  to  be  surrendered. 

A.C.W. 
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MEDICINE,  RELIGION,  AND  THE  AMA 

It  hardly  seems  possible,  in  this  day  and  age 
of  trouble,  in  a need  for  empathy  between  pa- 
tient and  physician,  that  there  would  be  an 
elimination  of  the  AMA  Department  of  Medi- 
cine and  Religion.  The  clergy  and  health-care 
professionals  are  equal  and  conjoint  forces  in 
total  patient  care. 


A belief  in  some  Supreme  Being,  or  a super- 
natural power,  has  always  existed  in  sym- 
biosis with  medical  care.  Mystery  and  illness 
are  bedfellows.  The  .first  physicians  were 
witch  doctors.  Herbs,  incantations,  the  lay- 
ing on  of  hands,  such  was  the  gamut  of  ther- 
apy. The  inevitable  division  of  skills  developed. 
Some  witch  doctors  were  better  at  starting 
rain;  others  were  better  at  stopping  pain,  or 
at  verbal  incantations  and  herbal  administra- 
tions. 

Church  and  medicine,  thus,  branched  from 
a common  root,  with  a common  concern:  total 
patient  care.  In  the  beginning,  the  Church 
exerted  the  greater  pressure.  But,  gunshot 
wounds  required  more  than  incantations.  Ana- 
tomical dissection  joined  medicine  to  science, 
and  today  one  can  say  that  Herbal  dominates 
Verbal. 

The  bedside  manner  and  the  personal  touch 
seem  unnecessary  in  the  presence  of  antibi- 
otics, electronic  equipment,  slot-machine  lab- 
oratory pressure,  and  super  deluxe  surgical 
techniques.  The  physician  spends  less  time 
on  patient  empathy,  while  he  develops  a wider 
knowledge  of  medical  technology.  With  the 
loss  of  the  bedside  touch,  and  the  appearance 
of  that  impersonal  technician,  patients  have 
had  no  one  to  whom  they  can  relate  justifiable 
complaints  and  fears. 

The  AMA  Department  of  Medicine  and  Re- 
ligion, through  its  branches  in  every  state  in 
the  union,  emphasized  the  need,  therefore,  for 
the  physician  and  the  clergy  to  work  in  closer 
union.  Most  of  us  need  the  direction  and 
guidance  of  a department  of  medicine  and 
religion  for  it  does  set  standards  for  us  all. 

The  physician  is  frequently  tangential  to 
where  the  emotional  action  is.  The  impact 
reaches  him  most  often  by  osmosis.  He  does 
not  have  continuous  contact  with  the  nitty- 
gritty  of  minutes  ticking  away. 

But  the  AMA  Department  of  Medicine  and 
Religion  has  been  available  to  help  the  physi- 
cian and  thus  the  patient  and  his  family,  to 
give  guidance  to  cope  adequately  with  illness, 
dying,  death,  and  grief  and  thus  help  us  ob- 
tain wisdom  and  confidence  to  capably  assist 
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the  patient  and  his  family  during  somber  situ- 
ations. Thus  the  AMA  Department  of  Medi- 
cine and  Religion  did  assist  the  physician  and 
subsequently  the  staff  and  the  clergy  give  both 
total  patient  and  total  family  care.  Ecumeni- 
cal in  its  direction  and  its  standards,  it  was 

PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1974 

MEDICAL  SOCIETY  OF  DELAWARE 

RESOLUTIONS 

The  following  resolutions  were  considered  at  the 
Annual  Meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware. 

Resolution  No.  1 

Whereas,  the  number  of  problems  that  must  be 
considered  by  the  House  of  Delegates  of  the  Medi- 
cal Society  of  Delaware  is  increasing  each  year;  and 

Whereas,  many  such  problems  cannot  await  post- 
ponement of  decisive  action  for  several  months;  now 
therefore  be  it 

Resolved,  that  the  House  of  Delegates  meet  twice 
yearly,  once  in  October  and  once  in  April;  and  be  it 
further 

Resolved,  that  the  Delegates  chosen  for  the  October 
meeting  also  serve  in  the  following  April  meeting. 

I.  J.  Tikellis,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  this 
resolution  be  disapproved,  the  reason  being  that  a 
mechanism  now  exists  in  our  by-laws  for  special 
meetings  of  the  House  of  Delegates.  There  also  was 
no  documented  evidence  presented  to  indicate  why 
a second  meeting  of  the  House  of  Delegates  would 
have  been  necessary  in  the  past,  and  there  was  some 
concern  about  the  fairly  considerable  cost  of  putting 
a meeting  together  for  the  purpose  mentioned  in  the 
resolution. 

The  resolution  passed  40  to  18.  Since  it  provided 
for  a by-laws  change  and  was  not  unanimously  ap- 
proved, it  will  be  voted  on  again  at  the  next  An- 
nual Meeting. 


visible  proof  that  the  American  Medical  As- 
sociation cared  for  body,  mind,  and  soul. 

Was  the  department  such  an  overwhelming 
financial  burden  and  expense? 

Charles  M.  Bancroft,  M.D. 


Resolution  No.  2 

Whereas,  the  current  contract  between  Blue  Cross- 
Blue  Shield  of  Delaware,  Inc.  and  the  physicians  pro- 
vides for  no  method  of  amendment;  and 

Whereas,  the  only  method  of  changing  the  con- 
tract is  renegotiation  of  the  entire  contract;  and 

Whereas,  the  pace  of  current  events  makes  rapid 
changes  mandatory;  now  therefore  be  it 

Resolved,  that  amendment  to  the  contract  be  pro- 
posed and/or  reviewed  by  the  Medical  Services  Insur- 
ance Committee,  approved  by  the  Board  of  Trustees 
of  the  Medical  Society  of  Delaware,  then  by  the  Board 
of  Trustees  of  Blue  Cross-Blue  Shield  of  Delaware, 
Inc.,  and  then  ratified  by  a majority  of  the  member- 
ship of  the  Medical  Society  of  Delaware.  Such  pro- 
cedure would  be  necessary  for  ratification  of  each  and 
every  amendment  to  the  contract. 

Medical  Services  Insurance  Committee 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  a com- 
bining of  sections  of  Resolution  No.  2 and  Resolution 
No.  20. 

The  amended  resolution  was  adopted  as  recom- 
mended by  the  Reference  Committee.  It  follows: 

Whereas,  the  current  contract  between  Blue  Cross- 
Blue  Shield  of  Delaware,  Inc.  and  the  physicians  pro- 
vides for  no  method  of  amendment;  and 

Whereas,  the  only  method  of  changing  the  con- 
tract is  renegotiation  of  the  entire  contract;  and 

Whereas,  the  pace  of  current  events  makes  rapid 
changes  mandatory;  and 

Whereas,  changing  economic  conditions  have  in 
general  required  an  updating  of  the  participating 
physician’s  working  relationship  with  Blue  Cross-Blue 
Shield  of  Delaware,  Inc.;  and 

Whereas,  the  insurance  industry  currently  plans  to 
offer  to  subscribers  types  of  contracts,  previously  un- 
available, which  will  seriously  alter  the  physician’s  re- 
lationship with  the  Plan  and  with  his  patient;  there- 
fore be  it 
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Resolved,  that  amendments  to  the  contract  be  pro- 
posed and/or  reviewed  by  the  Medical  Services  In- 
surance Committee,  approved  by  the  Board  of  Trus- 
tees of  the  Medical  Society  of  Delaware,  then  by  the 
Board  of  Trustees  of  Blue  Cross-Blue  Shield  of  Dela- 
ware, Inc.,  and  then  ratified  by  a majority  of  the 
membership  of  the  Medical  Society  of  Delaware.  Such 
procedure  would  be  necessary  for  ratification  of  each 
and  every  amendment  to  the  contract;  and  be  it 
further 

Resolved,  that  Blue  Shield  be  invited  to  join  with 
the  Medical  Society  of  Delaware  in  negotiations  de- 
signed to  revise  and  improve  the  Participating  Phy- 
sician’s Contract  so  as  to  make  the  contract  a better 
instrument. 

Resolution  No.  3 

Whereas,  an  efficient  official  investigation  of  death 
and  scientific  processing  of  evidence  in  a laboratory 
is  essential  to  the  best  interest  of  the  public  in  the 
areas  of  public  health,  public  safety  and  administra- 
tion of  justice;  and 

Whereas,  the  Office  of  the  Chief  Medical  Examiner, 
Forensic  Sciences  Laboratory,  being  a Division  of  the 
Department  of  Health  and  Social  Services,  has  been 
rendering  the  related  services  in  accordance  with  the 
highest  recognized  national  standard;  and 

Whereas,  the  objectivity  and  the  credibility  of  such 
an  Office  and  Laboratory  dictate  its  independence 
from  the  Police  and  the  Prosecutor;  and 

Whereas,  the  Medical  Society  of  Delaware  has  been 
interested  and  instrumental  in  establishing  a pro- 
fessional and  scientific  system  for  official  investiga- 
tion of  death  in  this  State;  now,  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
strongly  opposes  any  change  that  would  jeopardize  the 
independence  and  objectivity  of  the  Office  of  the 
Chief  Medical  Examiner,  Forensic  Sciences  Labora- 
tory. 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

The  resolution  was  adopted  by  the  House. 

Resolution  No.  4 

Whereas,  the  Medical  Department  at  the  Sussex 
Correctional  Institution  has  a minimally  sized  area 
too  cramped  and  inadequate  for  even  examinations; 
and 

Whereas,  the  present  facilities  mitigate  against  even 
basic  standards  of  health  care;  and 


Whereas,  the  present  waste  of  money  to  send  two 
guards  with  each  inmate  to  the  Wilmington  Medical 
Center  for  minor  complaints  that  cost  as  much  as 
$20,000  a month  in  overtime  is  appalling;  now  there- 
fore be  it 

Resolved,  that  better  facilities  for  medical  care  be 
made  available  at  the  Sussex  Correctional  Center;  and 
be  it  further 

Resolved,  that  the  condition  of  the  building  in  Sus- 
sex be  upgraded  to  a basic  humanitarian  level;  and  be 
it  further 

Resolved,  that  there  be  an  investigation  by  private 
medical  and  State  authorities  of  how  to  deliver  more 
economical  medical  care  to  the  inmates  of  all  prison 
facilities;  and  be  it  further 

Resolved,  that  this  resolution  be  sent  to  the  Gover- 
nor of  Delaware  urging  its  implementation. 

Community  Affairs  Committee  of  the 
New  Castle  County  Medical  Society  and 
Public  Relations  Committee  of  the 
Medicai.  Society  of  Delaware 

Report  of  the  Reference  Committee 

The  Reference  Committtee  proposed  the  following 
substitute  resolution  in  lieu  of  Resolution  No.  4 and 
Resolution  No.  5 : 

Whereas,  the  Medical  Departments  in  the  State  Cor- 
rectional Institutions  have  only  cramped  and  inade- 
quate physical  quarters  that  prevent  the  administra- 
tion of  basic  health  care;  and 

Whereas,  great  sums  of  money  are  spent  in  send- 
ing prisoners  to  other  local  health  care  facilities;  and 

Whereas,  the  professional  staff  of  physicians,  psy- 
chologists, and  other  allied  health  personnel  is  woe- 
fully inadequate  in  these  institutions;  now  therefore 
be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
recommend  to  the  State  Legislature  that  an  in-depth 
investigation  be  undertaken  to  ascertain  how  better 
medical  care  in  a more  economical  fashion  can  be 
made  available  to  the  inmates  of  all  prison  facilities; 
and  be  it  further 

Resolved,  that  such  study  should  emphasize  the 
establishment  of  adequate  salary  levels  to  attract  and 
retain  necessary  health  professionals  in  these  institu- 
tions. 

The  proposed  substitute  was  amended  by  the  House 
by  inserting  in  the  third  "Whereas”  the  word  penal 
before  the  word  institutions.  The  amended  substi- 
tute was  adopted. 

Resolution  No.  5 

Whereas,  the  housing  and  medical  care  of  the  in- 
carcerated is  below  acceptable  standards;  and 
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Whereas,  the  funding  and  planning  for  adequate 
care  is  obtainable  in  the  State  of  Delaware;  and 

Whereas,  the  physicians,  psychologists,  and  aides 
are  understaffed  and  underpaid;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
recommend  to  the  Legislature  that  trials  be  held  in 
the  Delaware  Correctional  Center;  that  a security 
ward  be  established;  that  the  number  of  physicians 
be  increased  by  two  and  the  number  of  psychologists 
be  increased  by  four;  and  that  the  stipend  for  medi- 
cal personnel  be  made  more  realistic  to  compete  for 
better  physicians. 

Frank  T.  O’Brien,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committte  proposed  a substitute 
resolution  in  lieu  of  Resolution  No.  4 and  Resolution 
No.  5.  See  comment  at  end  of  Resolution  No.  4. 

Resolution  No.  6 

Whereas,  in  most  instances  when  patients  die  in 
licensed  and  approved  non-acute  health  care  facili- 
ties such  an  event  is  anticipated;  and 

Whereas,  such  patients  are  usually  under  the  care 
of  a physician;  now  therefore  be  it 

Resolved,  that  with  the  physician’s  approval  a 
registered  nurse  on  duty  at  the  time  may  pronounce 
such  a patient  legally  dead  but  the  physician  continue 
to  be  responsible  for  giving  the  cause  of  death  and 
signing  the  death  certificate;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  Delaware  ask 
the  committee  writing  the  new  Medical  Practice  Act 
to  incorporate  the  resolution  into  law. 

I.  J.  Tikellis,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee,  though  recognizing  that 
there  are  some  legal  questions  involved,  recommended 
adoption  of  the  resolution. 

The  House  amended  the  resolution  by  adding  the 
following: 

"Resolved,  that  this  be  referred  to  the  Public  Laws 
Committee  to  further  explore  this  matter  and  come 
back  with  a resolution  acceptable  to  the  Attorney 
General.” 

However,  the  resolution  as  amended  did  not  pass. 

Resolution  No.  7* 

Whereas,  a major  problem  in  the  USA  is  the  abuse 
of  alcohol;  and 

Whereas,  accidents,  many  disease  processes,  and 
other  psychological  and  physiological  complications 
result  from  the  injudicius  use  of  alcohol;  and 


Whereas,  some  educators  and  physicians  are  un- 
aware of  or  unaccepting  of  these  facts;  and 

Whereas,  many  medical  colleges  offer  inadequate 
instruction  concerning  the  problems  associated  with 
the  use  of  alcohol;  and 

Whereas,  teacher  education  seldom  includes  an  un- 
derstanding either  of  appropriate  uses  of  alcohol  or  of 
problems  related  to  the  use  of  alcohol;  therefore  be  it 

Resolved,  that  educators  and  physicians  seek  con- 
tinuing education,  including  self-education,  to  in- 
crease their  understanding  of  the  use  of  alcohol;  and 
be  it  further 

Resolved,  that  physicians  and  educators  vigorously 
seek  ways  to  communicate  to  the  public,  including 
the  schools,  pertinent  information  about  the  use  and 
abuse  of  alcohol;  and  be  it  further 

Resolved,  that  both  professions  seek  ways  of  helping 
communities  face  the  fact  that  the  abuse  of  alcohol 
cannot  be  solved  in  a punitive  manner,  but  requires 
dissemination  of  correct  information  and  a realistic 
and  sympathetic  attitude  toward  the  total  problem. 

School  Health  Committee 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

The  resolution  was  adopted. 

*This  resolution  was  adopted  by  the  Joint  Committee  on  Health 
Problems  in  Education  of  the  National  Education  Association  and 
the  American  Medical  Association  in  April,  1974. 

Resolution  No.  8* 

Whereas,  career  education  is  receiving  great  impetus 
in  education  today;  and 

Whereas,  the  Joint  Committee’’"  has  been  concerned 
about  health  careers  and  reaffirms  its  resolutions  of 
1961,  1962,  and  1969’‘"’‘"  concerning  this  vital  area; 
therefore  be  it 

Resolved,  that  health  careers,  including  health  edu- 
cation, be  made  a part  of  all  career  education  pro- 
grams; and  be  it  further 

Resolved,  that  health  educators  assume  leadership  in 
this  direction  at  the  local  and  state  levels. 

School  Health  Committee 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

The  resolution  was  adopted. 

*This  resolution  was  adopted  by  the  Joint  Committee  on  ^ Health 
Problems  in  Education  of  the  National  Education  Association  and 
the  American  Medical  Association  in  April,  1974. 

**Recruitment  Programs  in  Health  Careers  (1961) 

Recru'tment  of  Health  Personnel  (1962) 

Health  Career  Opportunities  (1969) 
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Resolution  No.  9* 

Whereas,  studies  have  shown  that  despite  the  at- 
tempts of  parents  and  school  personnel  to  teach 
children  and  youth  the  importance  of  healthy  diets, 
young  people  often  practice  eating  habits  detrimental 
to  their  health;  and 

Whereas,  publicity  is  extensive  in  areas  of  food 
faddism,  crash  reducing  diets,  and  proprietary  appe- 
tite suppressants;  and 

Whereas,  inappropriate  foods  that  encourage  poor 
nutrition  are  being  made  available  to  youth;  and 

Whereas,  in  many  areas  federal  subsidization  for 
type  A lunches  is  being  discontinued;  and 

Whereas,  various  patterns  of  providing  nutritious 
food  could  be  explored,  such  as  going  home  for  lunch, 
nutritionally  balanced  lunches  available  to  all  stu- 
dents, low-cost  breakfasts,  nutritious  lunches  in  vend- 
ing machines,  and  nutritious  sack  lunches;  therefore 
be  it 

Resolved,  that  effective  nutrition  programs  be  de- 
veloped to  increase  healthy  eating  practices  among 
youth  and  that  nutritionists,  health  educators,  par- 
ents, directors  of  food  service  and  health  service  per- 
sonnel jointly  explore  current  educational  practices 
and  financial  support  to  expand  and  improve  nutri- 
tion education  and  food  service  programs. 

School  Health  Committee 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

The  resolution  was  adopted. 

‘This  resolution  was  adopted  by  Joint  Committee  on  Health 
Problems  in  Education  of  the  National  Education  Association  and 
the  American  Medical  Association  in  April,  1974. 

Resolution  No.  10 

Whereas,  Blue  Cross-Blue  Shield  of  Delaware,  Inc. 
has  advised  its  motor  group  subscribers  that  they 
should  not  pay  above  the  "usual  and  customary”  fees; 
and 

Whereas,  two  licensed  physicians  in  the  State  of 
Delaware,  not  under  contract  to  Blue  Cross-Blue 
Shield,  and  one  out-of-state  physician  treating  a pa- 
tient of  this  State  were  told  that  their  fees  were  not 
"commensurate  with  those  that  Blue  Shield  defines 
as  usual  and  customary”;  and 

Whereas,  Blue  Cross-  Blue  Shield  has  so  advised  its 
motor  group  subscribers  that  they  would  aid  in  legal 
recourse  in  physician  attempts  to  collect  more  than 
"usual  and  customary  fees”;  and 

Whereas,  this  implies  Blue  Cross-Blue  Shield  fee 
control  over  physicians  whether  the  relationship  is 
contractual  or  non-contractual;  and 


Whereas,  it  actually  makes  no  difference  whether 
physicians  are  contractual  members  of  Blue  Shield  or 
not ; now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  re- 
assess its  long-standing  cooperative  relationship  with 
Blue  Shield:  and  be  it  further 

Resolved,  that  the  Medical  Society  of  Delaware 
consider  Blue  Cross-Blue  Shield  of  Delaware,  Inc.  in 
the  same  light  as  other  insurance  carriers  rather  than 
the  preferred  position  they  have  held  as  part  of  the 
health  organizational  unit  of  Delaware;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  Delaware 
consider  renegotiation  of  programs  we  today  perform 
in  unison  and  other  programs;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  Delaware 
have  the  appropriate  committee  or  committees  or  a 
special  committee  (at  the  discretion  of  the  President 
or  Board  of  Trustees)  make  a study  of  our  short- 
and  long-term  policy  toward  Blue  Cross-Blue  Shield 
of  Delaware,  Inc.  and  report  it  to  the  Board  of  Trus- 
tees. 

Gustave  K.  Berger,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  rejection 
of  Resolution  No.  10  in  favor  of  Resolution  No.  19 
on  the  same  subject. 

The  resolution  was  not  adopted. 

Resolution  No.  1 1 

Whereas,  the  professional  fee  usually  includes  the 
cost  of  maintaining  and  operating  an  office;  and 

Whereas,  the  cost  of  billing  is  no  longer  an  insig- 
nificant amount;  and 

Whereas,  the  expense  of  repeated  billing  of  delin- 
quent patients  may  be  reflected  in  the  professional 
fee  and  thus  indirectly  borne  also  by  patients  who 
pay  promptly;  therefore  be  it 

Resolved,  that  it  will  be  considered  proper  to  add 
to  bills  which  are  overdue  60  or  more  days,  the  cost 
of  rebilling;  and  be  it  further 

Resolved,  that  such  billing  charge  be  no  more  than 
one  dollar  for  each  additional  monthly  billing  and 
be  in  no  relation  to  the  balance  of  the  bill  due. 

New  Castle  County  Medical  Society 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  rejection 
of  this  resolution. 

The  resolution  was  not  adopted. 
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Resolution  No.  12 

Resolved,  by  the  House  of  Delegates  of  the  Medical 
Society  of  Delaware  that  Article  VII,  Section  7, 
Benevolence  Fund  be  amended  to  read  as  follows  (de- 
leted words  in  capitals,  added  words  italicized)  : 

"Each  year  out  of  the  funds  of  this  Society  a 
sum  NOT  TO  EXCEED  ONE  DOLLAR  FOR  EACH 
MEMBER  MAY  to  be  determined  by  the  Budget 
Committee  and  approved  by  the  House  of  Dele- 
gates shall  be  set  aside  by  the  House  of  Delegates 
as  a special  fund  to  be  known  as  the  Medical  Ben- 
evolence Fund.  This  fund  shall  be  kept  separate 
from  other  monies  and  may  be  invested  by  the 
Treasurer  under  the  direction  of  the  Board  of 
Trustees.  It  shall  be  used,  under  the  direction  of 
the  Board  of  Trustees,  only  for  the  relief  of 
pecuniary  distress  of  sick  or  aged  members  of  this 
Society,  or  of  the  parents,  widows,  widowers,  or 
children  of  deceased  member.” 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee,  with  one  dissenting 
vote,  recommended  approval  of  this  resolution. 

The  resolution  was  passed  but  not  unanimously. 
Since  a by-laws  change  is  involved  and  approval  was 
not  unanimous,  it  will  be  voted  on  again  at  the  next 
Annual  Meeting. 

Resolution  No.  13 

Whereas,  the  House  of  Delegates  of  the  184th  An- 
nual Meeting  of  the  Medical  Society  of  Delaware 
directed  that  the  Medical  Economics  Committee  be 
made  a standing  committee  of  the  Society;  now  there- 
fore be  it 

Resolved,  that  the  following  amendment  to  the 
By-Laws  be  adopted  to  effect  this  change: 

ARTICLE  XII,  STANDING  COMMITTEES 

1.  Add  to  Section  1,  Named 

( 8 ) Medical  Economics  Committee 

2.  Add  a new  Section  13,  Medical  Economics 
"The  Medical  Economics  Committee  consists  of 

not  less  than  nine  members.  The  Chairman  shall  be 
appointed  from  one  of  the  counties  and  the  Vice- 
Chairman  from  one  of  the  remaining  two  counties. 
The  Executive  Director  of  the  Medical  Society  of 
Delaware  and  the  Executive  Director  of  the  New 
Castle  County  Medical  Society  shall  be  members  ex 
officio  of  the  Committee.  The  Committee  shall  con- 
cern itself  with  matters  affecting  the  economic  status 
of  physicians  that  are  not  otherwise  assigned  to  other 
standing  or  special  committees.  It  shall  investigate 
and  recommend  such  steps  as  it  may  deem  necessary 
to  improve  the  economic  relations  between  the  medi- 
cal profession  and  the  general  public,  groups  or  or- 


ganizations of  the  public,  insurance  companies,  and 
governmental  agencies  or  organizations.  It  shall  con- 
cern itself  with  health  insurance  programs  and  medi- 
cal service  plans.  It  shall  initiate  or  make  recom- 
mendations on  group  insurance  programs  and  services 
for  the  benefit  of  the  membership.” 

Committee  to  Implement  Restructuring 

THE  Society 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  item 
2 be  amended  by  changing  the  words  not  less  than 
nine  members  to  the  words  nine  members,  five  of  these 
from  New  Castle  County  and  two  each  from  Sussex 
and  Kent  Counties. 

Another  recommended  amendment  was  the  dele- 
tion of  the  next  to  the  last  sentence.  It  shall  concern 
itself  with  health  insurance  programs  and  medical 
service  plans. 

After  lengthy  discussion,  the  resolution  was  tabled. 

Resolution  No.  14 

Whereas,  it  is  of  utmost  importance  that  State 
Society  business  filter  down  to  the  grass  roots;  and 

Whereas,  this  can  best  be  accomplished  by  having 
the  Presidents  of  the  three  County  Societies  in  at- 
tendance and  voting  at  the  Board  of  Trustees  meet- 
ings of  the  Medical  Society  of  Delaware;  now  there- 
fore be  it 

Resolved,  that  the  Board  of  Trustees  of  the  Medical 
Society  of  Delaware  include  three  additional  mem- 
bers. These  additional  members  shall  be  the  presi- 
dents of  the  three  component  societies;  and  be  it 
further 

Resolved,  that  the  following  wording  be  adopted 
to  effect  this  change: 

"The  Board  of  Trustees  shall  consist  of  (1)  the 
Trustees  elected  by  the  component  societies,  (2) 
the  Presidents  of  the  County  Societies,  and  (3) 
the  President,  Vice  President,  President  Elect, 
immediate  Past  President,  Secretary,  Treasurer, 
Delegate  to  the  American  Medical  Association, 
and  the  Editor  of  the  Society’s  official  publica- 
tion.” 

Board  of  Trustees 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

The  resolution  was  adopted. 

Resolution  No.  15 

Whereas,  the  cost  of  malpractice  insurance  for  the 
physicians  of  Delaware  is  becoming  financially  pro- 
hibitive; and 


February,  1975 


95 


Delaware  Medical  Journal 


Whereas,  this  cost  bears  a direct  relationship  to 
professional  fees;  and 

Whereas,  malpractice  insurance  may  in  the  future 
be  unavailable;  and 

Whereas,  the  contingency  fee  has  a direct  bearing 
on  the  frequency  of  malpractice  suits  and  the  amount 
of  award  sought;  therefore  be  it 

Resolved,  that  the  Public  Laws  Committee  propose 
legislation  to  bar  the  contingency  fee  in  malpractice 
suits. 

New  Castle  County  Medical  Society 
Board  of  Directors 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  this 
resolution  not  be  adopted  and  that  the  entire  matter 
of  malpractice  insurance  costs  and  availability  be  re- 
ferred to  the  Board  of  Trustees  for  further  study. 

The  recommendation  of  the  Reference  Committee 
rather  than  the  resolution  was  adopted. 

Resolution  No.  16 

Whereas,  there  exists  a need  for  better  facilities  for 
the  care  of  children  in  Delaware;  and 

Whereas,  there  are  several  hospitals  in  our  State 
delivering  secondary  and  tertiary  care  to  children; 
and 

Whereas,  a training  program  for  medical  students 
and  residents  in  Pediatrics  already  exists  in  the  State 
of  Delaware;  now  therefore  be  it 

Resolved,  that  any  new  facility  for  delivery  of 
health  care  to  children  be  integrated  with  already 
existing  facilities  and  programs  in  our  State. 

New  Castle  County  Medical  Society 
Board  of  Directors 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  amend- 
ment of  the  resolution  by  changing  the  word  inte- 
grated  to  the  word  coordinated  in  the  "Resolved.” 

The  resolution  was  so  amended  and  then  adopted. 

Resolution  No.  17 

Whereas,  transplantation  of  kidneys  is  now  per- 
formed with  routine  clinical  confidence;  and 

Whereas,  it  is  easier  to  graft  a kidney  than  to  pro- 
cure one — (three-year  survival  rate  for  cadaver  kid- 
neys runs  better  than  5 0%)  ; and 

Whereas,  the  ideal  cadaver  donor  will  be  in  the 
prime  of  life  dying  from  irreversible  brain  damage 
but  with  his  other  organs  disease-free;  and 


Whereas,  organ  preservation  can  preserve  a viable 
kidney  up  to  48  hours;  therefore  be  it 

Resolved,  that  legislation  for  the  definition  of  legal 
death  similar  to  laws  in  Ransas  and  Maryland  should 
be  initiated  by  the  Medical  Society  of  Delaware. 

Joseph  F.  Hughes,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution  with  an  amendment  to  change  the 
"Resolved”  as  follows: 

Resolved,  that  legislation  for  the  definition  of  'legal 
death’  should  be  initiated  by  the  Medical  Society  of 
Delaware,  this  definition  being  evolved  after  review 
of  the  best  available  and  functioning  model. 

After  discussion  the  resolution  was  tabled. 

Resolution  No.  1 8 

The  Board  of  Directors  of  the  New  Castle  County 
Medical  Society  submits  for  the  consideration  of  the 
House  of  Delegates  of  the  Medical  Society  of  Dela- 
ware the  following  amendment  to  the  By-Laws: 

To  amend  Article  III,  Section  5 by  striking  out 

the  last  sentence  of  said  section  and  substituting 

it  with  the  following:  "Affiliate  members  shall 

not  be  entitled  to  vote  or  hold  office.” 

New  Castle  County  Medical  Society 
Board  of  Directors 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  the  adop- 
tion of  the  resolution. 

The  resolution  was  passed  but  not  unanimously. 
Since  a by-laws  change  is  involved  and  approval  was 
not  unanimous,  it  will  be  voted  on  again  at  the  next 
Annual  Meeting. 

Resolution  No.  19 

Whereas,  usual  and  customary  fees  represent  price 
determination  under  specific  contractual  arrange- 
ments only;  and 

Whereas,  those  fees,  ie,  the  usual  and  customary, 
are  not  the  only  measure  of  reasonableness  of  fees  to 
be  charged  in  the  community;  and 

Whereas,  an  excellent  relationship  in  the  past  has 
existed  between  the  Blues  and  the  Medical  Society 
of  Delaware  in  protecting  the  financial  interests  of 
patients  and  doctors;  now,  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
offers  its  services  in  full  cooperation  in  the  determina- 
tion of  the  reasonableness  of  all  disputed  medical  fees 
in  the  community;  and  be  it  further 

Resolved,  that  should  Blue  Shield  act  unilaterally 
in  enforcing  a "hold  harmless”  provision  against  a 
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Delaware  physician,  or  should  Blue  Shield  enter  into 
further  "hold  harmless”  contracts,  the  Medical  So- 
ciety of  Delaware  would  be  forced  to  reconsider  its 
association  with  Blue  Cross-Blue  Shield  of  Delaware, 
Inc. 

Medical  Services  Insurance  Committee 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  amend- 
ment of  the  resolution  as  follows  and  then  adoption: 
1)  In  the  third  "Whereas,”  the  word  Blues  should  be 
changed  to  Blue  Cross-Blue  Shield,  luc.  2)  Add  a 
fourth  "Whereas”:  "Whereas,  Blue  Shield  has  pro- 
vided us  with  a satisfactory  letter  of  agreement  set- 
ting forth  the  mechanism  of  implementation  of  the 
current  'hold  harmless’  contract.” 

The  resolution  was  so  amended  and  then  adopted. 
The  letter  referred  to  in  the  added  "Whereas”  was 
directed  to  be  appended  to  the  resolution. 

Resolution  No.  20 

Whereas,  changing  economic  conditions  have  in 
general  required  an  updating  of  the  participating  phy- 
sician’s working  relationship  with  Blue  Cross-Blue 
Shield  of  Delaware,  Inc.;  and 

Whereas,  no  contract  can  be  static;  and 

Whereas,  inflation  has  been  more  severe  and  more 
persistent  than  anticipated  by  framers  of  this  con- 
tract; and 

Whereas,  the  insurance  industry  currently  plans  to 
offer  to  subscribers  types  of  contracts,  previously  un- 
available, which  will  seriously  alter  the  physician’s 
relationship  with  the  Plan  and  with  his  patient;  there- 
fore be  it 

Resolved,  that  Blue  Shield  be  invited  to  join  with 
the  Medical  Society  of  Delaware  in  negotiations  de- 
signed to  revise  and  improve  the  Participating  Phy- 
sician’s Contract  so  as  to  make  the  contract  a better 
instrument. 

Medical  Services  Insurance  Committee 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  a com- 
bining of  sections  of  Resolution  No.  2 and  Resolu- 
tion No.  20. 

The  amended  resolution  was  adopted  as  recom- 
mended by  the  Reference  Committee.  For  wording 
see  comment  under  Resolution  No.  2. 

Resolution  No.  21 

Whereas,  many  facets  of  our  society  are  making 
demands  on  physicians’  time  and  talents;  and 

Whereas,  there  is  an  increasing  tendency  to  involve 
physicians  in  legal  action  for  monetary  reward;  and 

Whereas,  Article  VII,  Section  6 of  the  By-Laws 
of  our  Society  provide  for  the  institution  of  a Medi- 
cal Defense  Fund;  therefore  be  it 


Resolved,  that  the  Medical  Defense  Fund  be  funded 
annually  to  the  allowable  amount  of  $1  per  member; 
and  be  it  further 

Resolved,  that  in  addition  to  malpractice  claims 
this  fund  may  be  used  to  support  the  physician  who 
chooses  not  to  participate  in  contractual  arrangements 
with  insurance  companies,  with  the  same  vigor  and 
attention  with  which  the  Society  supports  the  par- 
ticipating physician;  and  be  it  further 

Resolved,  that  Article  VII,  Section  6 of  the  By- 
Laws  be  so  amended. 

Medical  Services  Insurance  Committee 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption 
of  the  resolution. 

The  resolution  was  adopted. 

Resolution  No.  22 

Whereas,  the  dimer  program  was  primarily  de- 
signed to  increase  the  supply  of  physicians  to  the 
State  of  Delaware;  and 

Whereas,  recent  statistics  show  that  only  three  out 
of  twenty  of  the  most  recent  graduates  under  the 
DIMER  program  will  spend  their  internship  in  the 
State  of  Delaware;  now  therefore  be  it 

Resolved,  that  as  a condition  of  participation  in 
the  DIMER  program  the  participant  must  agree  to 
serve  at  least  two  years  in  the  capacity  of  physician 
in  the  State  of  Delaware  within  five  years  of  gradu- 
ation; and  be  it  further 

Resolved,  that  the  dimer  Committee  be  urged  to 
adopt  the  foregoing  resolve. 

Peter  R.  Coggins,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  rejection 
of  the  resolution;  one  member  recommended  adoption. 

The  resolution  was  not  adopted. 

Resolution  No.  23 

Resolved,  membership  in  the  AMA  shall  be  a con- 
dition for  membership  in  the  MSD  effective  January 
1,  1975 ; and  be  it  further 

Resolved,  the  Committee  on  Constitution  and  By- 
Laws  shall  appropriately  change  the  By-Laws  to  re- 
flect this  action. 

William  J.  Vandervort,  M.D.,  President 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  rejection 
of  the  resolution. 

Because  the  resolution  was  introduced  the  day  of 
the  meeting,  unanimous  approval  to  consider  was 
necessary.  Unanimous  approval  was  not  forthcom- 
ing so  the  resolution  was  not  considered. 
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PROFESSIONAL  EDUCATION  RESOURCES 


Robert  W.  Frelick,  M.D. 


One  of  the  American  Cancer  Society’s  goals  is  to  stimulate  and  support 
professional  education.  The  Delaware  Division,  through  its  Professional  Edu- 
cation Committee  headed  by  Dr.  George  F.  Mclnnes,  not  only  reviews  the 
publications  available  from  National  for  local  use  and  suggests  methods  of 
distribution,  but  also  supports  local  programs.  These  include  speakers  for 
hospital  staff  and  specialty  meetings  throughout  the  State  as  well  as  con- 
ferences on  specific  subjects.  In  addition,  a speaker’s  bureau  of  local  talent 
has  been  assembled  for  lay,  paraprofessional,  and  medical  meetings.  Dis- 
plays have  been  made  available,  including  some  borrowed  from  national 
sources  for  local  professional  and  public  use.  Films  and  film  strips  have  been 
made  available  for  both  meetings  and  individual  use.  These  cover  a wide 
range  of  subjects  and  often  are  helpful  for  those  giving  talks  on  specific 
cancer  topics. 

Delaware  physicians,  especially  those  in  training,  are  encouraged  to  attend 
national  meetings.  The  Division  supports  summer  internships  for  medical 
students  in  Delaware  hospitals  for  cancer-related  activities. 

All  the  physicians  in  Delaware  are  sent  Ca  — A Cancer  Journal  for  Clini- 
cians. The  outstanding  journal  in  the  field  is  subsidized  by  a $1,134  ACS 
grant  and  is  part  of  all  hospital  libraries.  Clinical  Oncology  for  Physi- 
cians is  the  best  “buy”  by  far  in  medical  books  and  is  made  available  to 
Delaware  physicians  through  the  Delaware  Division  of  the  American  Cancer 
Society.  In  addition,  numerous  pamphlets  on  cancer  sites,  patient  aids, 
etc.  are  available  at  meetings  or  on  request.  Proceedings  of  National  con- 
ferences, sponsored  by  the  American  Cancer  Society  on  major  cancer  prob- 
lems, are  becoming  an  increasingly  important  resource  for  those  trying  to 
provide  their  patients  with  the  latest  and  best  in  cancer  management.  These 
are  also  available  now  on  audio  tapes. 

Physicians  are  urged  to  contact  the  Delaware  Division  of  the  American 
Cancer  Society  for  any  of  these  educational  resources. 

Dr.  Frel.ck  is  Past  President,  American  Cancer  Society,  Delaware  Division,  Inc.  and  Director  of  Delaware 
Tumor  Control  Program,  which  is  funded  by  local  foundation  grant. 


This-  page  is  sponsored  by  the  Cancer  Coordination  Office  funded  through  an  NCI  Planning  Grant, 
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Swanson 

Honored 


Daffodil  Day 


American  Board 
of  Family  Practice 
Examination 


DAFP 

Scientific 

Assembly 


Speakers  for  March,  1975  on  the  Tuesday  radio  program  (11:05  a.m., 
WDEL)  produced  hy  the  Medical  Society  of  Delaware  are:  March  4,  Joyce 
Z.  Pearson,  M.D.,  Alcoholism;  March  11,  Richard  H.  Morgan,  M.D.,  Hypo- 
glycemia; March  18,  Charles  L.  Miller,  M.D.,  Allergy  in  Children;  March  25, 
Robert  E.  Eilert,  M.D.,  The  Limping  Child. 

'William  H.  Duncan,  M.D.,  has  been  named  chairman  of  the  Governor’s 
Emergency  Medical  Service  Advisory  Council  by  Governor  Sherman  W. 
Tribbitt. 

Liam  Corbalis,  the  son  of  Ronald  C.  Corhalis,  M.D.,  was  the  recent  winner 
of  the  Veterans  of  Foreign  Wars  of  the  Department  of  Delaware  Voice  of 
Democracy  Contest.  On  January  28  he  presented  his  winning  entry  before 
the  State  Senate. 

Carl  G.  Pierce,  Jr.,  M.D.,  of  Rehoboth  has  been  appointed  by  Governor 
Tribbitt  to  the  Delaware  State  Alcoholism  Advisory  Council. 

At  a meeting  held  in  the  Academy  of  Medicine  on  February  11a  plaque  was 
presented  to  Chaplain  Lynwood  Swanson  which  read,  Tn  sincere  appreci- 
ation of  his  inspiration,  assistance,  and  dedicated  service  to  God,  patient 
and  physician,  this  award  is  presented  by  the  Medical  Society  of  Delaware.” 
The  award  resulted  from  action  taken  at  the  Annual  House  of  Delegates  of 
the  Society  last  October. 

The  American  Cancer  Society’s  first  Daffodil  Day  in  New  Castle  County  will 
be  held  in  March.  It  is  suggested  that  employers  consider  giving  daffodils 
to  their  employees  and  wives  or  making  a donation  to  help  furnish  every 
patient  in  our  local  hospitals  with  fresh-cut  daffodils  scheduled  for  distribu- 
tion on  March  21,  22,  and  23.  Advance  orders  are  being  taken  at  the 
Society’s  Headquarters,  1925  Lovering  Avenue,  654-6267. 

The  American  Board  of  Family  Practice  announces  that  it  will  give  its  next 
two-day  written  certification  examination  on  November  1-2,  1975.  Dead- 
line for  receipt  of  applications  is  June  15.  For  information  write:  Nicholas 
J.  Pisacano,  M.D.,  Secretary,  American  Board  of  Family  Practice,  Inc.,  Uni- 
versity of  Kentucky  Medical  Center,  Annex  No.  2,  Room  229,  Lexington, 
Kentucky  40506. 


CLINICAL  NOTICES  AND  MEETINGS 

The  Twenty- third  Annual  Scientific  Assembly  of  the  Delaware  Academy  of  Family 
Physicians  will  be  held  March  15  at  the  Delaware  Academy  of  Medicine  Building. 
Scheduled  speakers  and  their  topics  are:  Joseph  E.  Early,  Ph.D.,  “Artificial  Photo- 
synthesis: Can  It  Provide  a Permanent  Solution  to  the  Energy  Crisis?”;  David  Mason 
Robinson,  Ph.D.,  “Life  at  Very  Low  Temperatures  — Preservation  by  Freezing”; 
Keith  W.  Sehnert,  M.D.,  “Patient  Education:  A New  Concept  in  Health  Care”; 
Thomas  C.  Lee,  M.D.,  “Medicine  and  Art.” 
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Courses 
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The  annual  scientific  meeting  of  the  Eastern  Section  of  the  American  Academy  of 
Physical  Medicine  and  Rehabilitation  will  be  held  in  Wilmington  on  Saturday,  April 
5,  1975,  at  the  Hotel  DuPont.  Anthony  L.  Cucuzzella,  M.D.,  Secretary-Treasurer  of 
the  Eastern  Section,  will  serve  as  host  and  Wai  Wor  Phoon,  M.D.,  as  program  chair- 
man. Reservations  may  be  made  by  contacting  Doctor  Cucuzzella  at  428-2015. 

A course  on  “Genetics  Plus  Environment  Equals  Perinatal  Results”  will  be  held  March 
11-12  at  Howard  University  Medical  Center.  For  infoiTnation  write:  John  F.  J. 
Clark,  M.D.,  Professor  and  Chairman,  Department  of  Obstetrics  and  Gynecology, 
Howard  University  College  of  Medicine,  Washington,  D.C.  20001.  A course  on  “Current 
Cancer  Concepts”  will  be  held  March  18-19  at  Howard  University  Hospital.  For  in- 
formation write:  Roy  L.  Schneider,  M.D.,  Program  Director,  Associate  Editor,  Cancer 
Manual,  Howard  University  Cancer  Research  Center,  Washington,  D.C.  20060. 

The  American  Medical  Association  recently  fully  accredited  the  continuing  education 
programs  of  the  Association  for  the  Advancement  of  Medical  Instrumentation.  Nearly 
one-half  of  the  scientific  sessions  that  will  be  presented  at  AAMI’s  1975  Annual  Meet- 
ing to  be  held  March  16-20  in  Bostoji  will  be  accepted  by  the  AMA  as  credit  toward 
the  AMA’s  Physician  Recognition  Award. 

The  Philadelphia  Psychiatric  Society  will  present  “Dialogue  with  a Playwright,”  at  the 
Philosophical  Hall,  Independence  Square,  March  21,  with  Mr.  Peter  Shaffer,  author  of 
“Equus,”  a play  now  on  Broadway  about  a psychiatrist.  For  reservations  telephone: 
(215)  829-2282. 

A symposium  on  “The  Intima”  will  be  presented  by  the  New  York  Heart  Association  in 
New  York  City,  March  20-21.  For  information  write:  Miss  Ivane  Saulpaugh,  New 
York  Heart  Association,  Inc.,  2 East  64th  Street,  New  York,  New  York  10021. 


American  College  The  following  Postgraduate  Programs  are  offered  by  the  American  College  of  Physi- 

of  Physicians  cians:  “Physiological  Basis  for  Management  of  Respiratory  Insufficiency,”  April  21- 

25,  in  Charleston,  South  Carolina,  and  “Recent  Progress  in  Clinical  Endocrinology: 
Physiological  Approach  to  Diagnosis  and  Treatment,”  April  21-25,  in  Ann  Arbor, 
Michigan.  For  information  write:  Registrar,  Postgraduate  Course,  ACP,  4200  Pine 
Street,  Philadelphia,  Pennsylvania  19104. 


Sexual  Dysfunction  A program  on  “Sexual  Dysfunction:  A Behavior  Therapy  Workshop,”  presented  by 
Workshop  the  Behavior  Therapy  Unit,  Department  of  Psychiatry,  Temple  University  Medical 

School,  will  be  held  in  Philadelphia,  April  12-13.  For  information  write:  Ms.  B.  J. 
Foster,  Temple  Department  of  Psychiatry,  c/o  E.P.P.I.,  Henry  Avenue,  Philadelphia, 
Pennsylvania  19129. 
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According  to  her  major 
ptoms,  she  is  a psychoneu- 
c patient  with  severe 
iety.  But  according  to  the 
;ription  she  gives  of  her 
ings,  part  of  the  problem 
I sound  like  depression, 
s is  because  her  problem, 
ough  primarily  one  of  ex- 
;ive  anxiety,  is  often  accom- 
ied  by  depressive  symptom- 
ogy.  Valium  (diazepam) 
provide  relief  for  both— as 
excessive  anxiety  is  re- 
ed, the  depressive  symp- 
is  associated  with  it  are  also 
:n  relieved. 

There  are  other  advan- 
js  in  using  Valium  for  the 
tiagement  of  psychoneu- 
c anxiety  with  secondary 
ressive symptoms:  the 
chotherapeutic  effect  of 
ium  is  pronounced  and 
id.  This  means  that  im- 
vement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Vafiuni 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


eillance  because  of  their  predisposi- 
to  habituation  and  dependence.  In 
nancy,  lactation  or  women  of  child- 
ing  age,  weigh  potential  benefit 
1st  possible  hazard, 
autions:  If  combined  with  other  psy- 
ropics  or  anticonvulsants,  consider 
fully  pharmacology  of  agents  em- 
2d;  drugs  such  as  phenothiazines, 
otics,  barbiturates,  MAO  inhibitors 
3ther  antidepressants  may  potentiate 
;tion.  Usual  precautions  indicated  in 
ints  severely  depressed,  or  with  latent 
ession,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  New  Jersey  07110 


elaware 

IMmI  ^omnd 


Official  Publication  of  the  Medical  Society  of  Delaware 


1925  Lovering  Avenue,  Wilmington,  Delaware  19806 


VOLUME  47 


MARCH,  1975 


NUMBER  3 


Robert  B.  Flinn,  M.D. 

Editor 


CONTENTS 


Bernadine  Z.  Paulshock,  M.D. 

Senior  Associate  Editor 

Vincent  DelDuca,  Jr.,  M.D. 
Calvin  B.  Hearne,  M.D. 
William  J.  Holloway,  M.D. 
Richard  H.  Morgan,  M.D. 
William  A.  Taylor,  M.D. 

Associate  Editors 

Henrietta  J.  Moore 

Assistant  Editor 

A.  Henry  Clagett,  Jr.,  M.D. 

Honorary  Editor 

M.  A.  Tarumianz,  M.D. 

Honorary  Managing  Editor 

Anne  Shane  Bader 

Business  Manager 

Editorial  Board 

Patrick  F.  Ashley,  M.D. 
Rhoslyn  J.  BishofF,  M.D. 
Mark  G.  Cohen,  M.D. 
Stephen  H.  Franklin,  M.D. 

Carl  I.  Glassman,  M.D. 
George  L.  Henderson,  M.D. 
William  D.  Johnson,  M.D. 
Marjorie  J.  McKusick,  M.D. 
Jose  Pamintuan,  M.D. 
Herman  Rosenblum,  M.D. 
William  J.  Vandervort,  M.D. 
Allen  C.  Wooden,  M.D. 


Subscription  price:  $12.00  per  year  in 
advance.  Single  copies,  $1.50. 


President’s  Page,  More  on  Malpractice  118 

Report  from  Headquarters, 

To  Substitute  or  Not  to  Substitute 124 

PLATELET  COAGULANT  ACTIVITIES  AND  THEIR 
POTENTIAL  SIGNIFICANCE  IN  HEMOSTASIS 
AND  THROMBOSIS 

Peter  N.  Walsh,  M.D.,  Ph.D 127 

ANALYSIS  OF  ACQUIRED  DISORDERS  OF  READING 
Louis  R.  Caplan,  M.D 133 

Editorials  140 


Obesity  and  HCG 

The  Struggle  Against  Quackery — Whose  Responsibility? 
Charles  S.  Riegel,  M.D. 

Acupuncture 

The  Present  Status  of  Nursing  Education  in  Delaware 
William  H.  Duncan,  M.D. 


Letters  to  the  Editor 146 

John  M.  Levinson,  M.D. 

Book  Reviews 148 


Practical  Clinical  Psychopharmacology 
Reviewed  by  Shao-Chi  Yu,  M.D. 

Endocrine  and  Nonendocrine  Hormone- 
Producing  Tumors 
(Reviewed  by  P.  John  Pegg,  M.D. 
Cardiovascular  Physical  Diagnosis 
Reviewed  by  Mark  G.  Cohen,  M.D. 

Year  Book  of  Endocrinology  1974 

Reviewed  by  Beniadine  Z.  Paulshock,  M.D. 

Cancer  Communique 

Current  Objectives  and  Activities  of  the 
Breast  Cancer  Network 


Alice  A.  Love 150 

In  Brief  151 


Entered  as  second-class  matter  june  28,  1929,  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3,  1879. 
Issued  monthly.  Second-class  postage  paid  at  Wilmington,  Delaware.  Copyright,  1975,  by  the  Medical  Society  of  Delaware. 


116 


March,  1975 


HOMEMAKERS^  is 
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of  home  and  health 
care  personnel. 


...at  home 
or  in  the 
hospital, 
whenever 
you  need  help 


HOMEMAKERS®  provides  help  through  an  almost 
unlimited  variety  of  health  care  services  per- 
formed by  skilled,  qualified  personnel  . . . 
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schedule  or  just  when  you  call. 
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Were  it  not  for  other  problems  of  seemingly 
greater  immediacy  the  question  of  drug  substi- 
tution would  probably  be  getting  more  at- 
tention. 

For  a generation  or  more  it  has  been  the 
practice  to  prescribe  drugs  by  brand  name. 
In  most  instances  the  pharmacist  “com- 
pounds” a prescription  by  pouring  pills  from 
a large  bottle  into  a smaller  one;  the  mortar, 
pestle,  and  apothecary  scales  have  almost  be- 
come museum  pieces. 

Many  brand  name  drugs  involve  parallel 
competitive  products,  with  some  brands  being 
much  better  known  than  others.  The  likeli- 
hood that  a physician  will  prescribe  brand  X 
in  preference  to  brand  Y,  gives  brand  X a com- 
petitive advantage  which  permits  a higher 
price  to  be  charged  for  it.  Where  we  are 
dealing  with  equal  or  substantially  equal  pro- 
ducts, as  is  often  the  case,  this  advantage  is 
largely  the  product  of  successful  advertising 
and  promotional  techniques  Further  rein- 
forcement comes  from  the  fact  that  in  nearly 
all  the  states  (including  Delaware)  there  are 
laws  which  forbid  a pharmacist  to  substitute 
a different  though  identical  brand  for  the  one 
prescribed  by  the  doctor. 

In  January  of  this  year  the  Drug  Research 
Board  of  the  National  Research  Council 
adopted  a resolution  favoring  the  amendment 
of  the  drug  substitution  statutes  in  48  states 
to  provide  that  a physician  must,  in  prescrib- 
ing, either  explicitly  give  to  or  withhold  from 
the  pharmacist  the  right  to  substitute  another 
drug  for  the  brand  name  indicated  in  the  pre- 
scription. In  adopting  this  stand  the  Drug 
Research  Board  was  reversing  an  informal 
position  taken  only  two  years  ago  when  it 
tentatively  approved  non-substitution  laws. 


The  issue  is  related  to  the  economics  of 
health  care,  since  the  existing  laws  tend  to  re- 
strict competition  and  keep  drug  prices  high. 

It  would  be  interesting  to  have — although 
we  do  not — dialogue  from  the  two  states, 
Michigan  and  Florida,  which  now  have  the 
option-giving  law;  whether  physicians  in  those 
states  are  actually  delegating  to  pharmacists 
the  right  to  substitute  an  equivalent  drug  of 
a different  brand,  and  whether  pharmacists 
are  generally  availing  themselves  of  the  right, 
when  granted,  are  two  obvious  questions. 

There  is  no  doubt  that  this  optional  ap- 
proach, with  its  apparent  benefit  to  the  con- 
sumer, adds  difficulty  to  the  function  of  pre- 
scribing drugs  and  filling  prescriptions.  This 
is  recognized  in  the  background  statement  ac- 
companying the  Drug  Research  Board  resolu- 
tion mentioned  above,  which  says,  among 
other  things: 

“For  the  physician,  he  must  be  prepared 
to  defend  his  decision  (to  restrict  the  fill- 
ing to  the  name  brand).  For  the  phar- 
macist, he  must  be  prepared  to  defend  his 
substitution  of  a cheaper  drug  product 
....  should  substitution  be  permitted  by 
the  physician.” 

It  would  seem  that  the  wide  use  of  the  op- 
tion permitted  in  Florida  and  Michigan  would 
provide  an  area  for  further  study  as  to  the 
feasibility  of  doing  away  with  brand  names 
altogether  and  prescribing  by  generic  chemical 
comparison  — a change  which  also  has  num- 
erous supporters  today. 
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PLATELET  COAGULANT  ACTIVITIES 
AND  THEIR  POTENTIAL  SIGNIFICANCE 
IN  HEMOSTASIS  AND  THROMBOSIS 


Peter  N.  Walsh,  M.D.,  Ph.D. 


The  aims  of  this  paper  are  to  present  the 
results  of  some  recent  investigations  concern- 
ing the  role  of  platelets  in  blood  coagulation, 
to  interpret  these  observations  in  the  form  of 
an  hypothesis  concerning  the  mechanisms  by 
which  platelets  can  effect  local  hemostasis 
while  protecting  the  organism  from  excessive 
intravascular  coagulation,  and  to  present  some 
studies  of  platelets  from  patients  with  hemo- 
static deficiency  states  and  developing  throm- 
bosis. A number  of  inferences  can  be  drawn 
from  these  studies  concerning  the  importance 
of  platelet  coagulant  activities  as  determinants 
of  normal  hemostasis  and  venous  thrombosis. 
This  general  concept  concerns  the  mechanisms 
which  link  the  events  of  platelet  plug  forma- 
tion (ie,  platelet  adhesion,  aggregation,  and  re- 

Dr.  Walsh  is  Associate  Professor  of  Medicine,  Department  of 
Medicine,  and  a member  of  the  Coagulation  Section  of  the  Spe- 
cialized Center  on  Thrombosis  Research,  Temple  University  Health 
Sciences  Center. 


Adapted  from  a presentation  at  the  Hematology  Conference  at 
Wilmington  Medical  Center. 


lease)  with  those  of  blood  coagulation. 

The  Role  of  Platelets  in  Blood  Coagulation 

As  a point  of  departure  it  is  desirable  to 
make  several  points  about  the  cascade^  and 
waterfalP  theories  of  blood  coagulation 
(Figure  1),  which  independently  suggested  in 
1964  that  clotting  factors  are  sequentially  ac- 
tivated so  that  the  coagulation  mechanism 
acts  as  an  amplifier  and  thereby  promotes  local 
fibrin  formation  once  the  system  has  been  trig- 
gered. Macfarlane  has  identified  a number  of 
unanswered  questions  concerning  how  this  pro- 
cess might  be  triggered  and  how  the  forma- 
tion of  platelet  plugs  might  be  related  to  the 
coagulation  mechanism.^  Experimental  evi- 
dence suggests  that  “contact  activation,”  in- 
volving the  exposure  of  factors  XII  and  XI  to 
foreign  surfaces,  is  a necessary  primary  stimu- 
lus for  intrinsic  clotting.  However,  the  coagu- 
lation factor  which  is  the  sine  qua  non  of  the 
contact  stage  of  clotting,  ie,  factor  XII  or 
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FIGURE  1 

The  cascade  theory  of  blood  co- 
agulation as  proposed  by  Mac- 
farlaneJ  'Coagulation  factors  are 
represented  by  Roman  numerals, 
their  active  forms  by  the  subscript 
"a.” 


Hageman  factor,  is  the  only  coagulation  factor 
whose  presence  is  apparently  not  necessary 
for  normal  hemostasis;  patients  with  Hage- 
man trait  characteristically  do  not  bleed  ex- 
cessively. Another  possibility  is  that  blood 
coagulation  can  be  effected  via  the  extrinsic 
mechanism  of  factor  X activation  by  the  re- 
lease of  tissue  factor  at  sites  of  vascular  in- 
jury. This  possibility  is  certainly  supported 
by  in  vitro  data,  but  it  is  not  consistent  with 
the  observed  fact  that  patients  with  defici- 
encies in  the  activities  of  intrinsic  clotting  fac- 
tors, especially  factors  VIII  and  IX,  are  gen- 
erally much  more  severely  affected  hemosta- 
tically  than  are  patients  with  defects  of  the 
extrinsic  system,  ie,  factor-VII  deficiency.  A 
third  possibility  is  that  blood  coagulation  is 
promoted  by  the  events  of  primary  hemostasis. 
During  primary  hemostasis,  platelets  adhere  to 
subendothelial  surfaces  such  as  collagen,^  stick 
to  each  other  or  aggregate  to  form  hemostatic 
plugs®  and  undergo  the  platelet  release  reac- 
tion® by  which  they  secrete  substances  such  as 
adenosine  diphosphate  (ADP)  and  serotonin, 
thereby  potentiating  the  aggregation  process. 
Platelet-phospholipids  are  made  available  dur- 
ing clotting  and  have  been  shown  to  promote 
coagulation  reactions.  This  platelet  coagulant 


activity  has  been  termed  platelet  factor  3 and 
shown  to  be  important  in  catalyzing  the  inter- 
actions of  factors  Xa,  V and  II  in  the  presence 
of  calcium  ions.^  Thus,  platelet  factor  3 is  an 
accelerator  of  blood  clotting  reactions  but  does 
not  provide  a mechanism  for  triggering  the 
hemostatic  mechanism. 

A series  of  experiments  suggested  the  pos- 
sibility that  platelets  when  incubated  with 
ADP  were  actually  capable  of  providing  a “sur- 
face” similar  to  other  “contact-activating” 
surfaces  which  resulted  in  activation  of  factor 
XII  or  Hageman  factor.®  These  observations 
have  been  interpreted  as  evidence  that  normal 
platelets  initiate  intrinsic  coagulation  by  ac- 
tivating factor  XII  adsorbed  on  the  platelet 
surface  under  the  influence  of  ADP.  Shown 
in  Figure  2 is  a schematic  representation  of 
this  and  other  platelet  coagulant  activities. 
This  capacity  of  platelets,  which  is  entirely 
distinct  from  platelet  factor  3 activity  and  is 
not  supplied  by  phospholipid  platelet  substi- 
tutes, has  been  termed,  descriptively  (and  to 
emphasize  our  ignorance  at  this  point  about 
the  biochemical  determinants  of  this  platelet 
functional  capacity),  contact  product  form- 
ing activity.  Unfortunately,  this  observation 
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does  little  more  than  compound  the  enigma 
of  the  initiation  of  clotting  since  it  assigns  a 
crucial  role  to  the  one  clotting  factor,  ie,  factor 
XII,  which  is  apparently  unnecessary  for  nor- 
mal hemostasis. 

In  contrast,  another  series  of  observations 
might  explain  not  only  how  blood  coagulation 
is  triggered  in  vivo  in  normal  individuals  but 
also  how  individuals  with  Hageman  trait  do  so 
well  without  factor  XII.  It  has  been  found 
that  factor-XII  deficient  platelets  (but  not 
factor-XI,  -IX,  or  -VIII  deficient  platelets), 
when  preincubated  with  collagen  and  returned 
to  the  plasma  from  which  they  were  originally 
separated  for  clotting  time  determinations, 
rendered  clotting  times  indistinguishable  from 
that  of  normal  platelets  preincubated  with  col- 
lagen and  tested  in  normal  plasma.®  Thus, 
collagen  preincubation  corrects  the  clotting 
time  defect  seen  in  a factor-XII  deficient  sys- 
tem without  collagen  addition.  It  has  been 
inferred  from  this  experiment  and  many  others 
that  collagen  can  activate  intrinsic  coagulation 
by  an  alternative  mechanism  which  does  not 
require  factor  XII,  provided  factor  XI  and 
platelets  are  present.  Thus,  activation  of  fac- 
tor XII  can  be  bypassed  in  the  initiation  of  the 
intrinsic  coagulation  system.  (Figure  2)  This 
property  of  collagen-stimulated  platelets,  re- 
ferred to  descriptively  as  collagen-induced  co- 
agulant  activity,  develops  rapidly  in  unstirred 
platelet  suspensions  which  are  not  undergoing 
aggregation.  In  contrast,  platelet  factor  3 ac- 
tivity is  made  available  only  when  platelet  sus- 
pensions are  stirred  with  collagen  and  thereby 
^^gi^Ggated.  It  seems  reasonable  to  postulate 
that  collagen-induced  coagulant  activity  is  an 
important  physiological  mechanism  for  the 
initiation  of  blood  coagulation,  and  that  it 
might  explain  why  patients  with  Hageman 
trait  suffer  no  hemostatic  defect. 

A series  of  experiments  suggested  that  plate- 
lets, compared  with  artificial  platelet  substi- 
tutes in  the  form  of  phospholipids,  could  pro- 
tect active  clotting  factors  from  inactivation 
by  their  natural  inhibitors  circulating  in 
plasma.io  The  inactivating  proteins  or  inhibi- 
tors which  have  been  most  extensively  studied 
and  characterized  are  those  which  inactivate 


THE  ROLE  OF  PLATELETS  IN  INTRINSIC  COAGULATION 


► X. 


FIGURE  2 


Hypothetical  representation  of  the  role  of  platelets 
in  blood  coagulation  and  hemostasis.  The  circles 
represent  platelets;  Roman  numerals  represent  clot- 
ting factors,  the  active  forms  of  which  are  repre- 
sented by  the  subscript  “a.”  Reprinted  from 
Walsh.18 


thrombin,  factor  Xa  and  factor  XIa.  It  has 
been  concluded  from  these  experiments  that 
platelets  can  protect  factor  XIa  from  inactiva- 
tion by  antifactor  XIa.  Thus  it  would  appear 
that  factor  XIa  can  be  formed  on  the  platelet 
surface  by  two  alternative  pathways  and  that 
platelets  can  provide  a protective  nidus  so 
that  when  adsorbed  to  the  platelet  surface 
factor  XIa  is  protected  from  inactivation  by 
antifactor  XIa.  Other  experiments  have  shown 
that  when  platelets  and  factor  XIa  are  centri- 
fuged in  the  presence  of  antifactor  XIa,  the 
factor-XIa  activity  appears  in  the  sediment 
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TABLE  1 

PLATELET  COAGULANT  ACTIVITIES  IN  PATIENTS  WITH  HEMOSTATIC 
DEFICIENCY  STATES  AND  VENOUS  THROMBOSIS 


Clinical 

Clinical 

Number  of 

Platelet  Coagulant  Activity 

Disorder 

Severity 

Patients 

CPFA 

CICA 

XaFA 

PF3A 

Throrabasthenia 

Severe 

4 

0 

0 

t 

i 

Moderate 

2 

0 

N 

N 

4- 

Mild 

1 

N 

N 

i 

N 

Hemophilia 

Severe 

7 

1 

4-  or  N 

Mild 

7 

f 

f 

f 

f or  N 

Postoperative 

DVT 

16 

t 

t 

t 

Symbols  used:  CPFA=Contact  product  forming  activity;  CICA=Collagen-induced  coagulant  activity;  XaFA 
=lntrinsic  factor-Xa  forming  activity;  PF3A=Platelet  factor  3 activity;  0=absent;  A=increased;  ^=de- 
creased;  N=normal. 


along  with  the  platelets  and  not  in  the  super- 
natant from  which  the  platelets  have  been  re- 
moved. After  factor  XIa  is  formed  on  the 
platelet  surface  and  protected  from  inactiva- 
tion by  antifactor  XIa,  intact  platelet  mem- 
branes can  be  shown  to  catalyze  the  inter- 
action of  intrinsic  clotting  factors  IX,  VIII 
and  X to  form  factor  Xa  on  the  platelet  sur- 
face in  the  presence  of  calcium  ions.^°-“  This 
rather  complex  catalytic  function  of  the  plate- 
let membranes  has  been  designated  intrinsic 
factor-Xa  forming  activity.  Available  evi- 
dence indicates  that  the  biochemical  determin- 
ants of  intrinsic  factor-Xa  forming  activity 
are  phospholipids  located  in  the  platelet  mem- 
brane which  form  phospholipoprotein  com- 
plexes with  intrinsic  coagulation  factors  and 
calcium.  These  phospholipoprotein  complexes 
apparently  act  enzymatically  to  convert  inac- 
tive clotting  factors  to  their  active  forms, 
which  themselves  may  act  enzymatically. 

After  factor  Xa  is  formed  on  the  platelet 
surface  and  it  can  be  demonstrated  on  the 
platelet  surface  rather  than  in  the  surround- 
ing plasma,  it  is  protected  from  inactivation 
by  its  natural  inhibitor,  antifactor  Xa.^'^*^^ 
Thereafter  platelets  provide  platelet  factor  3 
activity.  Phospholipids,  also  possibly  located 


in  the  platelet  membrane,  form  phospholipo- 
protein complexes  with  coagulation  factors  V 
and  Xa  to  activate  prothrombin  in  the  pres- 
ence of  calcium.  The  thrombin  formed  as  a 
result  of  this  reaction  then  converts  fibrinogen 
to  fibrin. 

Platelet  Coagulant  Activities  and  Hemostasis 

Between  the  years  1842  and  1874  various 
investigators  including  Gulliver,^^  Addison,^* 
Schultze,^®  and  Osler^®  observed  the  phenome- 
non of  platelet  aggregation  and  the  formation 
of  fibrin  close  to  platelet  clumps.  Half  a cen- 
tury later  in  1923  Roskam  suggested  that 
platelets  have  a “plasmatic  atmosphere”  con- 
taining blood  coagulation  factors  which  par- 
ticipate in  reactions  on  the  platelet  surface 
to  form  fibrin. The  mechanism  discussed 
here  substantiates  this  concept  and  links  the 
events  of  platelet  plug  formation  and  blood 
coagulation.^®  According  to  this  mechanism, 
the  platelets  provide  a protective  and  cata- 
lytic surface  where  the  events  of  blood  coagu- 
lation are  initiated  and  sustained.  An  inter- 
action between  platelets  and  collagen  results 
in  the  initiation  of  intrinsic  coagulation  by 
activating  platelet-associated  factor  XI.  As 
the  platelets  aggregate,  a sequential  activa- 
tion of  intrinsic  clotting  factors  occurs  on  the 
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platelet  surface  as  shown  in  Figure  2.  To  pro- 
mote this  dual  process  of  localized  platelet 
plug  and  fibrin  formation  and  to  keep  circulat- 
ing blood  fluid,  a number  of  control  mechan- 
isms must  operate.  One  of  these  is  a conse- 
quence of  the  fact  that  coagulation  reactions 
are  initiated  and  supported  only  in  relation 
to  aggregating  platelets  and  not  in  the  sur- 
rounding plasma,  because  they  provide  not 
only  a catalytic  surface  for  sequential  coagu- 
lation factor  interaction  but  also  a protective 
nidus  by  which  platelets  can  protect  active 
clotting  factors  from  their  naturally  occurring 
inhibitors. 

Platelet  Coagulant  Activities,  Bleeding 
Disorders  and  Thrombosis 

What  is  the  importance  of  these  platelet 
coagulant  activities  for  normal  hemostasis,  and 
do  they  play  a pathogenetic  role  in  intravascu- 
lar thrombosis?  To  answer  this  question  tech- 
niques have  been  developed  for  assaying  each 
of  these  platelet  coagulant  activities.  These 
assay  methods  have  been  applied  to  the  study 
of  patients  with  various  hemostatic  deficiency 
states  and  developing  venous  thrombosis.  The 
results  are  recorded  in  Table  I. 

Thrombasthenia^®’^'^ 

Seven  patients  with  thrombasthenia  all  had 
similar  results  for  the  routine  tests  of  hemo- 
static function  including  prolonged  bleeding 
time,  normal  platelet  counts  and  morphology, 
deficient  clot  retraction,  and  absent  platelet 
aggregation  to  ADP.  Four  of  these  patients 
had  extremely  severe  hemorrhagic  manifesta- 
tions, two  patients  were  more  mildly  affected, 
and  the  remaining  patient  was  a 29-year-old 
Greek  woman  with  no  history  of  bleeding  until 
the  age  of  27  when  she  developed  peptic  ulcer 
symptoms  with  associated  melena.  This  is  a 
very  anomalous  history  for  a patient  with 
thrombasthenia  since  these  patients  are  usu- 
ally severely  affected  in  childhood  and  their 
symptoms  tend  to  ameliorate  with  age.  The 
four  most  severely  affected  patients  lacked 
both  contact  product  forming  activity  and  col- 
lagen-induced coagulant  activity.  Platelet  fac- 
tor 3 activity  was  decreased  whereas  intrinsic 
factor-Xa  forming  activity  was  actually  in- 
creased compared  with  normal.  The  two  mod- 


erately severely  affected  patients  also  lacked 
contact  product  forming  activity,  but  collagen- 
induced  coagulant  activity  in  these  two  pa- 
tients was  entirely  normal.  Therefore,  one 
might  suggest  that  the  alternative  mechanism 
for  initiating  intrinsic  coagulation  through  col- 
lagen-induced coagulant  activity  might  in  part 
have  compensated  for  absent  contact  product 
forming  activity  in  these  two  patients.  One  of 
the  most  interesting  aspects  of  this  study  was 
that  the  one  patient  with  very  mild  clinical 
symptomatology  whose  platelets  failed  to  re- 
spond by  aggregating  in  response  to  ADP  and 
collagen  had  entirely  normal  responses  to  ADP 
and  collagen  in  the  assays  for  contact  product 
forming  activity  and  collagen-induced  coagu- 
lant activity.  In  fact,  the  results  for  all  plate- 
let coagulant  activities  for  this  mildly  affected 
patient  were  entirely  normal  or  actually  in- 
creased in  the  case  of  intrinsic  factor-Xa  form- 
ing activity.  Thus,  in  patients  with  throm- 
basthenia there  appeared  to  be  a direct  rela- 
tionship between  severity  of  hemorrhagic 
manifestations  and  the  extent  of  abnormality 
of  platelet  coagulant  activities. 

Hemophilia®' 

Assays  for  platelet  coagulant  activities  were 
also  done  in  pairs  on  coded  blood  samples  in 
two  groups  of  sixteen  hemophiliacs  without 
detectable  factor  VIII.  The  patients  in  the 
severely  affected  group  had  experienced  7.9 
to  22.8  spontaneous  hemorrhages  per  100  days 
with  a mean  of  13.7  bleeds  per  100  days, 
whereas  those  in  the  mildly  affected  group  had 
bled  0 to  5.5  times  per  100  days  with  a mean 
of  3.2  bleeds  per  100  days.  All  platelet  coagu- 
lant activities  were  increased  or  normal  in  the 
mildly  affected  group  of  patients  whereas  in 
the  severely  affected  group  they  were  deficient. 
These  differences  were  highly  significant  al- 
though there  was  no  very  great  difference  in 
platelet  factor  3 activity  between  the  two 
groups.  Thus,  it  would  appear  that  variations 
of  platelet  coagulant  activities  concerned  with 
the  initiation  and  early  stages  of  intrinsic  co- 
agulation may  influence  clinical  severity  in  pa- 
tients with  hemophilia. 

Postoperative  Venous  Thrombosis®®  ®® 

Studies  of  platelet  coagulant  activities  have 
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recently  been  completed  in  patients  who  have 
undergone  hip  replacement  therapy  for  frac- 
ture or  degenerative  disease.  In  the  experience 
of  others  and  also  in  ours  about  50%  of  these 
patients  have  developed  deep  venous  throm- 
bosis (DVT)  during  the  postoperative  period 
as  detected  by  1251-fibrinogen  uptake  studies 
and  confirmed  by  venography.  To  determine 
whether  platelet  coagulant  activities  are  im- 
portant in  the  pathogenesis  of  deep  venous 
thrombosis  in  these  patients,  we  have  studied 
29  patients  on  a double  blind  basis  before  and 
after  surgery.  In  all  but  one  of  the  sixteen 
patients  who  developed  deep  venous  throm- 
bosis, all  platelet  coagulant  activities  increased 
progressively  and  significantly  after  surgery 
before  isotopic  evidence  of  deep  venous  throm- 
bosis appeared.  In  patients  without  deep 
venous  thrombosis,  no  changes  in  platelet  co- 
agulant activities  were  observed.  It  is  par- 
ticularly intriguing  that  plasma  coagulation 
factor  assays  were  no  different  in  patients  with 
and  without  deep  venous  thrombosis.  It  seems 
reasonable  to  suggest  on  the  basis  of  this  study 
that  the  platelet  coagulant  activities  may  be 
important  in  the  pathogenesis  of  deep  venous 
thrombosis  and  that  the  assays  for  them  may 
provide  a means  for  early  detection  of  deep 
venous  thrombosis  after  hip  surgery. 

Summary 

It  appears  that  platelets  can  initiate  intrin- 
sic coagulation  by  two  alternative  mechanisms 
and  provide  both  a catalytic  and  protective 
surface  for  sequential  coagulation  factor  inter- 
action leading  to  fibrin  formation.  It  seems 
very  likely  that  these  coagulation  reactions 
occur  on  the  membranes  of  platelets  as  they 
are  aggregating  to  form  hemostatic  plugs. 
These  platelet  coagulant  activities  appear  to 
be  important  determinants  of  hemostatic  ef- 
ficiency in  patients  with  thrombasthenia  and 


hemophilia  and  also  appear  to  be  important 
in  the  pathogenesis  of  deep  venous  thrombosis 
occurring  after  hip  surgery. 
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THOMAS  SZASZ  SAYS 

Involuntary  mental  hospitalization  is  like  slavery.  Refining  the  standards  for  com- 
mitment is  like  prettifying  the  slave  plantations.  The  problem  is  not  how  to  improve 
commitment  but  how  to  abolish  it. 
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ANALYSIS  OF  ACQUIRED 
DISORDERS  OF  READING 


Louis  R.  Caplan,  M.D. 


The  use  of  written  language  plays  a central 
role  in  the  life  of  educated  people.  In  fact, 
the  dictionary  defines  literate  in  two  ways: 
knowledgeable  or  educated,  and  able  to  read 
and  write.  The  contemporary  neurologist  is 
interested  in  reading  and  its  disorders  for  a 
variety  of  reasons. 

Delineating  the  nature  of  a reading  prob- 
lem or  other  higher  cortical  function  disturb- 
ance may  help  in  a practical  way  to  localize 
the  cerebral  lesion  and  point  the  way  to 
further  diagnostic  procedures. 

Understanding  in  what  way  the  patient  has 
difficulty  with  written  language  or  speech  helps 
tailor  therapy  to  the  specific  problem.  Char- 
acterizing acquired  disorders  of  reading  may 
help  shed  light  on  the  whole  process  of  reading 
learning  and  developmental  disorders  of  read- 
ing acquisition  in  children.  Reading  can  serve 
as  a case  study  in  cortical  function — under- 
standing reading  and  its  disorders  may  give  us 
some  inkling  or  hypothesis  of  how  the  brain 
works. 

Reading  Methods 

There  are  several  different  methods  of  read- 
ing. Gestalt  or  fluent  reading,  in  which  a 
glance  at  a whole  word  or  phrase  conveys 
meaning,  is  most  useful  in  familiar  words  or 
abbreviations,  eg,  USA,  Coca-Cola,  or  fre- 
quently used  words.  It  is  also  used  to  complete 
or  guess  at  a phrase,  a part  of  which  is  familiar, 
for  example,  “Smoking  Probited.”  When 
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Hospital,  Boston,  and  Assistant  Professor  of  Neurology,  Harvard 
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confronted  with  this  familiar  phrase,  the 
reader  will  usually  guess  at  the  last  word  with- 
out checking  it  carefully  and  will  not  see  the 
spelling  error.  Gestalt  reading  is  often  taught 
to  children  by  relating  whole  words  to  pictures 
depicting  the  word. 

Phonetic  build-up  is  a method  of  building 
the  word  from  its  phonemic  parts.  “Under- 
standable,” for  example,  is  a word  read  by 
sounding  its  consecutive  parts.  This  type  of 
reading  is  taught  by  learning  the  sounds  of 
letters  and  syllables  first  and  then  building 
word  sounds.  We  use  ithis  type  of  reading  for 
larger,  less  familiar  words. 

Pictorial  characters,  another  form  of  read- 
ing, is  utilized  mostly  in  Oriental  written  com- 
munication. Here,  the  symbol  is  not  a sound 
but  a picture  conveying  meaning.  The  differ- 
ence in  phonemic  and  pictorial  reading  in  Ori- 
entals with  speech  disorders  has  been  of  great 
interest  to  neurologists. 

A patient’s  literacy  should  be  tested,  keep- 
ing in  mind  the  different  kinds  of  reading 
strategy  mentioned.  Attention  should  be  given 
to:  1)  naming  of  letters;  2)  matching  of  lower 
and  upper  case  letters;  3)  reading  other  sym- 
bols, for  example,  numbers  or  musical  or  arith- 
metical symbols;  4)  reading  aloud  both  fa- 
miliar small  words  and  unfamiliar  larger 
words;  5)  reading  aloud  phrases  and  sen- 
tences; 6)  reading  comprehension;  7)  spelling; 
and  8)  writing  both  spontaneously  and  to  dic- 
tation. Reading  comprehension  is  tested  by 
asking  the  patient,  after  he  has  read  silently, 
to  follow  a written  command,  match  the  writ- 
ten word  to  an  appropriate  object,  picture,  or 
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FIGURE  1 


Anatomy  of  Aphasic  Disorders 


a.  Broca’s  aphasia 

b.  Wernicke’s  aphasia 

c.  Conduction  aphasia 

d.  Focal  lesion  producing  anomic  aphasia 

synonym,  or  to  answer  the  written  query.  In 
addition,  it  is  clearly  necessary  to  assess  the 
patient’s  visual  behavior  using  non-language 
media, ^ for  example,  pictures  and  objects,  and 
to  assess  non-written  speech  functions,  for  ex- 
ample, repetition  and  comprehension  of  spoken 
language. 

Medical  students  are  extremely  eager  for 
diagnostic  terms  which  are  pathognomonic. 
Alas,  we  later  learn  that  ataxia  does  not  al- 
ways mean  cerebellar  disease.  It  is  not  the 
fact  that  a patient  is  ataxic  which  localizes  the 
disorder  to  cerebellum,  sensory  system,  motor 
cortex,  or  vestibular  system,  but  it  is  an  analy- 
sis of  the  way  in  which  the  patient  is  ataxic 
and  of  the  associated  clinical  findings  which 
allows  correct  localization.  Similarly,  the  fact 
that  a patient  reads  poorly  does  not  immedi- 
ately localize  a lesion  to  a particular  cortical 
site.  It  is  careful  analysis  of  the  nature  of  the 
reading  disorder  and  of  the  associated  findings 
which  helps  with  cortical  localization.  It 
should  go  without  saying  that  a patient  who 
has  a severe  loss  of  visual  acuity,  is  mute,  or 
has  a general  depression  of  alertness  may  be 
unable  to  read.  In  an  alert,  speaking  patient, 
who  can  see  and  copy  letters,  the  differential 
diagnosis  of  poor  reading  includes  aphasic  syn- 
dromes, paralexia  (part  of  a visual  field  de- 


ficit), frontal  disorders,  Balint’s  syndrome, 
alexia  with  agraphia,  alexia  without  agraphia, 
and  non-organic  causes.^ 

Acquired  Reading  Disturbances 

There  are  several  varieties  of  acquired  read- 
ing disturbances: 

1)  Aphasic  syndromes  with  poor  reading. 
In  this  group  of  patients  there  are  abnormali- 
ties of  spoken  as  well  as  written  language  use. 
(Figure  1 and  Table  1) 

a)  Broca’s  aphasia.  The  lesion  is  usually 
a large  lesion  in  frontal  lobe  including  the 
frontal  operculum.  Speech  output  is  dimin- 
ished. Speech  is  produced  with  obvious  effort 
and  often  consonants  and  words  are  slurred  or 
poorly  pronounced.  Agrammatical,  poorly  in- 
toned, telegraphic,  non-fluent  speech  results 
with  great  frustration  to  the  patient.  Because 
of  the  proximity  to  the  motor  cortex,  the  pa- 
ient  is  invariably  hemiplegic.  Comprehension 
of  speech  is  usually  good,  especially  if  com- 
mands are  avoided  since  an  apraxia  of  the  left 
limbs  may  prevent  the  patient  from  following 
commands  which  he  understands.  Speech 
repetition  and  naming  are  usually  superior  to 
spontaneous  speech.  In  general,  presenting 
some  cue  or  clue  to  the  patient  improves  his 
performance  over  what  he  does  spontane- 
ously. Naming  will  improve  if  an  object  is 
shown  or  if  the  first  part  of  the  word  is 
sounded. 

Reading  aloud  is  also  better  than  spontane- 
ous speech  but  is  contaminated  by  difficulty  in 
articulating  words  and  consonants.  Compre- 
hension of  written  language  is  quite  good. 
Writing  is  labored;  words  are  frequently  mis- 
spelled and  phrases  and  sentences  agramma- 
tical and  telegraphic. 

b)  Wernicke’s  aphasia.  The  lesion  is  in  the 
first  temporal  gyrus  or  supratemporal  plane. 
The  quantity  of  speech  is  preserved,  and 
speech  is  uttered  without  effort  and  with 
normal  melody  and  intonation.  However, 
speech  is  contaminated  by  many  paraphasic 
errors  and  jargon  words.  Often  meaning  is 
poorly  conveyed.  Accompanying  neurological 

/ signs  are  few  and  are  usually  limited  to  a 
y^quadrantanopsia  or  hemianopsia.  The  patient 
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TABLE  1 


BROCA* S 
APHASIA 

WERNICKE'S 

APHASIA 

CONDUCTION 

APHASIA 

ANOMIC 

APHASIA 

Spontaneous  speech 

Diminished 
Abnormal  prosody 
Arduous 
Telegraphic 

Fluent 

Paraphasic 

Jargon 

Fluent 

Paraphasic 

Normal  except 
word  finding; 
occasionally 
pharaphasic 

Other  signs 

Hemiplegia 

Hemianopsia  or 
Quadrant anopsia 

Parietal 

especially 

sensory 

Variable 

Awareness  of  deficit 

A 

Irascible,  - 

+ 

+ 

Verbal  comprehension 

Good 

Poor 

Good  except 
small  words 

Normal 

Verbal  repetition 

Better  than 
spontaneous  speech 

Poor 

Poor 

Normal 

Naming 

Better  than 
spontaneous  speech; 
cuing  helps 

Poor 

Fair 

Poor;  can 
choose  from 
name 

Reading  aloud 

Better  than 
spontaneous  speech; 
words  better 
than  letters 

Occasionally  better 
than  verbal  in-put; 
common  words 

Good,  occasionally 
paraphasic 

Normal 

Reading  comprehension 

Good 

Poor 

Good 

Usually  normal 

Writing 

Telegraphic 

Labored 

Fluent,  similar  to 
speech 

Fair;  poorer 
than  speech 

Same  as  speech 

APHASIC  SYNDROMES 


is  usually  not  frustrated  or  fully  aware  of  his 
deficit  but  at  times  he  may  become  angry, 
irascible,  or  hostile.  Comprehension  and  repe- 
tition of  spoken  language  are  poor. 

The  patient  with  Wernicke’s  aphasia  may  be 
able  to  read  aloud  familiar,  often  used  words, 
and  in  general  does  better  with  written  lan- 
guage than  with  spoken  language.  He  may 
fail  to  heed  a written  statement  despite  the 
fact  he  reads  it  aloud  correctly;  for  example, 
'‘Close  your  eyes”  may  be  read  without  real- 
ization that  the  words  tell  him  ito  do  some- 
thing. Writing  capability  is  similar  to  speech 
output,  fluent  but  full  of  paraphasic  errors. 

c)  Conduction  aphasia.  The  lesion  is  us- 
ually temporal  or  in  the  parietal  operculum. 
Speech  output  is  similar  to  Wernicke’s  aphasia, 
but  generally  the  patient  is  better  able  to  con- 


vey meaning  and  uses  fewer  wrong  words. 
Speech  comprehension,  in  contrast  to  Wer- 
nicke’s aphasia,  is  good.  Repetition  of  spoken 
language  is  poor  and  is  considerably  worse 
than  verbal  comprehension.  Because  the  lesion 
is  parietal,  hemisensory  disturbances  or  parie- 
tal neglect  is  usually  present. 

Reading  aloud  is  contaminated  by  para- 
phasic errors,  but  generally  the  patient  can 
comprehend  written  language.  Writing  is 
paragraphic  and  inferior  to  spoken  language 
production. 

d)  Anomic  aphasia.  The  syndrome  of 
a ’omic  aphasia  can  result  from  an  isolated 
lesion  of  the  inferior  temporal  or  temporo- 
occipital  cortex,  or  may  be  secondary  to  gener- 
alized increase  in  intracranial  pressure  or  to 
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a general  metabolic  disturbance.  Associated 
neurological  signs  are  thus  quite  variable. 

Spontaneous  speech  is  normal  except  for 
rare  paraphasic  errors  and  pauses  to  find 
names  in  conversation.  Speech  comprehension 
and  repetition,  reading  and  writing  are  gen- 
erally normal.  Naming  is  very  poor,  but 
usually  the  patient  can  select  the  correct 
name  if  given  alternatives.  A minority  of 
patients  with  anomic  aphasia  (usually  those 
with  a lesion  of  the  second  temporal  gyrus) 
have  difficulty  even  when  given  a name.  These 
patients  will  read  the  word  bicycle,  for  ex- 
ample, but  will  have  no  idea  of  what  a bicycle 
is.  This  group  of  anomic  aphasics  will  read 
slowly  trying  to  re-visualize  the  meaning  of  a 
phrase. 

2)  Paralexia  reading  disturbance.  In  this 
type  the  reading  disturbance  is  related  to  a 
visual  field  defect  or  visual  inattention.  With 
a left  visual  field  defect,  the  patient  may  start 
in  the  middle  of  a sentence  or  a word,  omit- 
ting the  left  half.  As  the  patient  goes  from 
one  line  to  the  next  in  the  paragraph,  he  often 
goes  further  to  the  right.  With  a right  visual 
field  defect,  the  patient  will  often  misread  the 
end  of  a word  and  will  falsely  guess  at  last 
syllables;  for  example,  fraction  could  be  read 
as  factory  or  factor.  Visual  field  testing  and 
analysis  of  the  patient’s  handling  of  pictures 
will  identify  the  field  cut.  Reading  can  be 
improved  by  writing  vertically  or  in  the  case 
of  the  left  visual  field  defect,  by  placing  the 
desired  reading  to  the  right  and  placing  a 
visual  screen  to  the  left. 

3)  Frontal  lobe  disturbance.  Two  dispar- 
ate types  of  reading  disability  may  be  the  re- 
sult of  disease  of  the  frontal  lobes.  Frontal 
disease  may  produce  a decrease  in  spontane- 
ous activity,  a prolonged  latency  in  carrying 
out  a task,  and  difficulty  persevering  with  a 
given  task.  This  triad  has  been  called  abulia. 
When  an  abulic  patient  attempits  to  read  or 
write,  he  may  begin  the  paragraph  but  then 
be  unable  to  persevere.  With  great  exhorta- 
tion, these  patients  will  read  words  and 
phrases  correctly.  Asking  the  patient  to  per- 
form a long  task,  the  parts  of  which  have  been 
separately  tested  so  the  examiner  knows  that 


the  patient  can  perform  them,  will  often  iden- 
tify this  type  of  difficulty — for  example,  count- 
ing from  20  to  0 or  crossing  off  all  the  A’s  in 
a paragraph.  The  abulic  patient  will  have  less 
initiative  to  read  and  will  have  difficulty  com- 
pleting a written  task. 

Other  types  of  difficulty  involved  in  diseases 
of  the  frontal  lobe  are  easy  distractability,  per- 
severation, and  lessened  inhibition  of  extrane- 
ous thoughts  and  ideas.  These  patients  will 
frequently  repeat  and  perseverate  ideas  or 
words,  or  may  substitute  extraneous  words  or 
phrases  not  included  in  the  paragraph.  Read- 
ing a paragraph  or  story  may  be  impossible 
because  of  these  deficits.  The  patient  will 
with  exhortation  read  correctly  single  words 
and  phrases. 

4)  “Balinfs  syndrome.  In  bilateral  disease 
of  the  parieto-occipital  regions,  the  patient 
may  exhibit  a number  of  features  first  empha- 
sized by  Balint  which  include  asimultagnosia, 
optical  ataxia,  and  apraxia  of  gaze.  Patients 
with  asimultagnosia  will  see  space  piecemeal. 
If  presented  with  a group  of  objects,  the  pa- 
tient will  see  only  one  at  a time  or  may  see 
fragments  of  an  object,  letter,  or  phrase.  Pa- 
tients with  optical  ataxia  will  have  very  poor 
hand-eye  coordination.  They  will  fail  manual 
tasks  which  utilize  visual  control  but  can  do 
tasks  involving  the  limbs  without  visual  aid. 
For  example,  the  patient  may  be  unable  to 
point  to  an  object  he  sees  in  front  of  him,  but 
quickly  can  point  to  his  own  nose  when  his 
eyes  are  closed.  With  apraxia  of  gaze  the  pa- 
tient will  be  unable  to  direct  his  eyes  where 
he  wills  in  the  absence  of  any  paralysis  of  the 
ocular  motor  system.  If  asked  to  look  from 
one  object  to  another,  great  overshoot  will 
occur. 

The  patient  with  Balint’s  syndrome  is  un- 
able to  read  a paragraph.  He  will  read  only 
parts  of  letters,  for  example  P for  B,  or  I for 
L,  or  parts  of  words.  The  patient  may  skip 
about  a paragraph,  being  unable  to  follow  his 
place  and  may  miss  whole  lines  or  sentences. 
However,  these  patients  have  normal  use  and 
comprehension  of  spoken  language  and  spell 
normally. 
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FIGURE  2* 

Diagrammatic  horizontal  cross  section  of  cerebral 
hemispheres,  illustrating  the  mechanism  of  pure 
word  blindness  without  agraphia.  NO  = left 
optic  nerve  and  NO’  = right  optic  nerve.  C = 
left  and  right  calcarine  cortex,  shown  destroyed 
on  the  left  (oblique  lines);  Pc  = left  angular  gyrus 
(when  destroyed  as  shown  here  alexia  with 
agraphia  results;  this  region  is  intact  in  pure  alexia 
without  agraphia);  X = large  lesion  in  white  mat- 
ter of  left  occipital  lobe  destroying  fibers  from  the 
right  visual  cortex  going  to  the  left  angular  gyrus; 
CO  = corpus  callosum  (although  no  lesion  is  shown 
here,  a lesion  here  will  be  easily  as  effective  as 
the  lesion  at  X in  disconnecting  the  right  visual 
cortex  from  the  left  angular  gyrus).  Reproduced 
from  Dejerine  (1892). 

Several  tests  have  been  helpful  in  identify- 
ing this  group,  such  as  presenting  multiple 
visual  objects  to  the  patient  simultaneously; 
counting  tasks  (for  example,  counting  the 
number  of  words,  letters,  or  symbols  on  a 
page  without  using  the  fingers  to  point) ; pic- 

* Reprinted  from  Geschwind — “The  Anatomy  of  Acquired  Dis- 
orders” in  Money  J:  Reading  Disability,  Johns  Hopkins  Press, 
Baltimore,  1962. 


ture  assessment  (the  patient  will  see  part  of 
a picture  and  will  be  unable  to  synthesize  any 
concept  of  the  whole  picture) ; pointing  tasks; 
tracing;  and  moving  the  eyes  to  disparate 
parts  of  the  room. 

The  next  two  clinical  syndromes,  5)  alexia 
with  agraphia,  and  6)  alexia  without  agraphia, 
were  delineated  by  Dejerine.  In  1891  he  en- 
countered a 63-year-old  man  who  suddenly 
lost  the  ability  to  read  or  write  in  the  absence 
of  other  significant  neurological  disabilities  ex- 
cept for  a right  hemianopsia.  At  post  mortem 
examination,  the  patient’s  brain  was  normal 
except  for  a lesion  involving  the  lower  three 
quarters  of  the  left  angular  gyrus. 

In  1892,  four  years  before  death,  another 
patient  suddenly  in  association  with  a right 
hemianopsia  lost  the  ability  to  read  letters, 
words,  or  musical  notations.  He  could  copy 
words  and  could  write  correctly  spontaneously 
or  to  dictation  but  could  not  read  back  what 
he  had  written  minutes  before.  He  had  no 
difficulty  with  speech  and  could  name  complex 
scientific  instruments  in  a catalogue.  He  con- 
tinued to  operate  his  business  effectively, 
gambled  successfully  at  cards,  and  learned 
vocal  and  instrumental  parts  of  opera  by  ear. 
Ten  days  before  death,  he  suddenly  lost  the 
ability  to  write.  At  post  mortem  examination, 
there  were  an  old  shrunken  infarction  in  the 
left  occipital  lobe  and  splenium  of  the  corpus 
callosum  in  the  distribution  of  the  left  pos- 
terior cerebral  artery,  and  a fresh  infarction 
of  the  left  angular  gyrus. 

These  cases  led  Dejerine  to  separate  and 
define  the  two  clinical  syndromes,  alexia  with 
and  without  agraphia.^  (Figure  2) 

5)  Alexia  with  agraphia.  This  occurs  with 
a lesion  of  the  left  angular  gyrus.  As  Dejerine 
describes,  “a  visual  memory  center  for  words” 
has  been  lost.  These  patients  have  great  dif- 
ficulty with  reading,  writing,  or  spelling, 
though  spoken  language  is  generally  very  well 
preserved.  Accompanying  the  deficit  may  be 
elements  of  the  Gerstman’s  syndrome — right- 
left  confusion,  finger  agnosia,  acalculia,  and 
poor  drawing.  The  syndrome  of  conduction 
aphasia  may  co-exist  in  some  patients  with 
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alexia  with  agraphia.  Of  interest,  these  pa- 
tients may  have  more  difficulty  with  individ- 
ual letters  or  words  than  with  phrases.  Color 
and  object  naming  is  preserved. 

6)  Alexia  without  agraphia.  This  lesion  is 
almost  universally  secondary  to  infarction  in 
the  left  posterior  cerebral  artery  territory  and 
involves  the  left  occipital  lobe  and  the  corpus 
callosum.'^  In  this  group  of  patients,  writing 
and  spelling  are  performed  readily.  However, 
words  can  be  perceived  only  from  the  left 
visual  field  using  the  right  occipital  cortex. 
The  patient  cannot  transmit  the  visual  in- 
formation across  the  damaged  corpus  callosum 
to  the  left  angular  region  and  so  cannot  read. 
Color  naming  is  extremely  difficult,  though  the 
patient  may  be  able  to  match  colors  and  to 
tell  the  usual  color  of  a familiar  object  from 
memory.  Copying  of  written  language  is  ardu- 
ous, and  details  are  slavishly  preserved.  How- 
ever, it  may  be  impossible  for  the  patient  to 
change  from  block  letters  to  script  or  from 
upper  to  lower  case  letters.  Thus,  the  patient 
is  copying  an  image,  not  a symbol  carrying 
linguistic  meaning.  Some  of  the  patients  may 
be  able  to  read  tactilely  by  using  their  fingers 
to  glide  over  the  letters.  Others  can  read 
single  letters  and  will  spell  the  word  aloud  and 
then  name  the  spelled  word.  Numbers  are 
usually  read  more  easily  than  letters.  Some 
patients  have  an  anomic  aphasia  or  visual 
agnosia  as  co-existent  syndromes.  A right 
hemianopsia  is  usually  present. 

Let  us  look  more  carefully  at  this  syndrome 
of  alexia  without  agraphia  in  regard  to  a pa- 
tient I had  studied  over  a period  of  three 
years. “ A 68-year-old  lady  with  rheumatic 
heart  disease  suddenly  developed  numbness 
of  the  right  arm  and  inability  to  read.  There 
were  a severe  right  hemianopsia  and  a com- 
plete absence  of  pin,  temperature,  and  posi- 
tion sensation  in  the  right  limbs.  Spoken  lan- 
guage was  normal  except  for  the  inability  to 
name  or  identify  some  visual  objects.  Of  in- 
terest was  her  ability  to  name  the  same  objects 
when  presented  in  a different  way.  For  ex- 
ample, when  asked  to  name  cutting  objects 
she  would  include  scissors  and  could  quickly 
name  scissors  if  they  were  placed  in  her  left 


hand.  While  blindfolded,  she  was  able  to  name 
scissors  when  they  w'ere  manipulated  near  her 
ear.  When  shown  a pair  of  scissors,  she  would 
be  able  neither  to  name  them  nor  tell  what 
they  were  for.  She  wrote  and  spelled  normally 
but  could  not  read  letters,  numbers,  words, 
musical  notes,  or  arithmetical  symbols.  She 
misnamed  colors  but  could  match  them. 

When  shown  a letter,  word,  or  number  she 
would  invariably  give  it  an  erroneous  letter 
name.  She  never  spontaneously  read  any 
words  except  her  own  name,  Coca-Cola,  and 
on  one  occasion  pie.  (Prior  to  her  illness  she 
spent  most  of  her  time  cooking.)  Of  great 
interest  was  her  capability  when  cued.  When 
given  a list  of  words,  she  would  begin  by  giv- 
ing erroneous  letter  names.  When  then  given 
a category,  eg,  temperature,  color,  she  would 
usually  point  to  the  objects  within  the  cate- 
gory but  at  times  erroneously  name  them. 
However,  when  given  the  word  name  she  could 
usually  point  correctly  on  five  out  of  six  oc- 
casions. 

A similar  patient  when  given  the  notation 
547  would  say  “Oh,  yes,  the  word  Tom.” 
When  it  was  written  $5.47  he  would  say,  “Five 
dollars  and  forty-seven  cents.”  When  547  was 
then  shown  to  him  a moment  later,  he  read  it 
as  “boy.”  A similar  patient  with  alexia  with- 
out agraphia  described  by  Kreindler  and  lon- 
sescu  could  also  read  under  some  circum- 
stances.® Their  patient  when  shown  a single 
picture  of  an  object  could  correctly  choose  the 
correct  single  written  word  description  from  a 
written  list  of  words,  but  he  could  not  choose 
the  correct  picture  from  a group  when  given 
only  a single  written  word  description.  Since 
he  could  accurately  name  pictures,  giving  the 
patient  a picture  was  equivalent  to  giving  him 
a spoken  word.  In  addition,  he  could  accur- 
ately select  the  correct  word  or  sentence  from 
a group,  when  the  word  or  sentence  was  spoken 
aloud. 

All  of  the  above  examples  demonstrate  that 
under  some  circumstances — ie,  when  appropri- 
ately cued — the  patients  could  read.  If  one 
looks  carefully  at  Dejerine’s  disconnection  hy- 
pothesis, which  states  that  verbal  behavior  is 
disconnected  from  visual  behavior,  it  becomes 
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rather  difficult  to  explain  fully  the  retained 
capacity  to  read  under  some  circumstances. 

Let  us  look  for  a moment  at  the  question  in 
a different  way.  Reading  is  a form  of  visual 
analysis.  How  does  a primate  analyze  an  ob- 
ject presented  visually?  Luria  has  divided 
visual  analysis  into  a s^tepwise  process.'^  An 
object  is  scanned  for  a “dominant  cue,”  ie,  a 
prominent  feature  which  allows  for  an  intel- 
ligent guess  as  to  what  category  the  object 
belongs  to.  With  this  hypothesis  or  categor- 
ical division  in  mind,  the  object  is  further 
scanned.  Perceived  cues  continue  to  evoke  a 
number  of  alternatives  which  are  explored 
visually  by  palpatory  eye  movements  allowing 
perception  of  visual  stimuli  with  continuous 
checking  of  changing  hypothesis  until  an 
answer  is  reached.  In  other  words,  we  see  by 
“looking  for”  something.  Numerous  anatom- 
ical studies  have  demonstrated  corticofugal  in- 
nervation of  primary  visual  receptors  in  the 
retina;  Stimuli  within  the  central  nervous 
system  can  potentiate  or  inhibit  responses 
of  the  retinal  ganglion  cells  to  light.  There 
are  anatomical  pathways  by  which  the 
brain  may  be  able  to  help  set,  tune,  or  filter 
the  mass  of  incoming  sensory  data  from  pri- 
mary receptors  to  help  answer  specific  queries 
or  interests.  This  concept  of  visual  behavior 
explains  why  a novitiate  can  make  nothing  of 
a slide  of  kidney  whereas  a trained  observer 
“sees”  much  more.  The  trained  observer  is 
able  to  “listen  for”  a third  heart  sound  or  to 
listen  for  a particular  note  or  musical  cadence 
while  the  untrained  person  can  do  little  with 
the  same  auditory  stimuli.  What  we  see  de- 
pends on  what  we  look  for.  The  trained  clini- 
cian sees  a great  many  more  aspects  of  be- 
havior than  an  untrained  one  despite  the  fact 
that  each  has  been  exposed  to  the  same  visual 
behavior. 

Our  patient  had  great  difficulty  in  handling 
visual  input.  She  would  not  even  be  able  to 


give  answers  within  the  appropriate  category. 
Words,  numbers,  or  letters  would  be  given 
letter  names.  An  insight  into  this  is  given  by 
our  patient  when  confronted  with  a matching 
task.  On  a board  in  front  of  her  were  shown 
eight  disparate  pictures,  one  of  them  being  a 
boy,  and  in  the  middle  was  the  printed  word 
BOY.  The  patient  said,  “Nothing  looks  like 
the  thing  in  the  center.”  She  did  not  even 
realize  that  the  thing  in  the  center  was  a word, 
a written  symbol  for  an  object. 

In  Luria’s  terms,  our  patient  could  not  find 
the  dominant  cue.  The  patient  did  not  know 
what  to  look  for.  When  cued,  the  patient 
would  be  supplied  with  the  appropriate  cate- 
gorization and  so  would  look  for  a specific 
word.  Since  the  patient  could  write  or  spell 
the  word,  she  could  clearly  picture  the  word. 
The  task  then  became  a matching  task,  match- 
ing the  picture  of  the  word  produced  by  the 
left  hemisphere  with  the  word  viewed  by  the 
right  hemisphere. 

Does  the  left  hemispheral  parieto-occipital 
region  serve  as  an  important  mechanism  for 
setting  or  tuning  the  visual  analyzer?  Might 
the  whole  concept  of  analyzer  function  also 
pertain  to  other  sensory  systems  and  be  a fac- 
tor in  the  variable  performance  of  patients 
with  perceptive  disorders? 

There  is  still  much  to  be  learned  about  the 
complex  processes  of  visual  analysis  and  read- 
ing. 
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OBESITY  AND  HCG 

During  a recent  discussion  of  obesity,  a 
prominent  Wilmington  physician  suggested 
to  one  of  Delaware’s  legal  experts  that  the 
medical  profession  should  sponsor  a bill  in  the 
state  legislature  making  obesity  a misde- 
meanor, placing  the  problem  in  the  lap  of  the 
state  judiciary.  Facetious  as  this  suggestion 
may  seem,  it  appears  as  promising  as  any  cur- 
rent approach  to  obesity. 

No  therapeutic  team  in  the  practice  of 
medicine  performs  as  poorly  as  the  obese  pa- 
tient and  his  (or  her)  physician.  While  this 
may  in  part  be  due  to  physician  disinterest 
in  obesity,  most  of  the  blame  must  be  placed 
on  the  lack  of  motivation  on  the  part  of  the 
patient.  Overweight  individuals  do  not  real- 
ize that  they  ingest  food  for  the  relief  of  frus- 
tration, anxiety,  and  depression  rather  than 
for  the  relief  of  hunger.  The  proper  orienta- 
tion and  training  of  obese  patients  are  time- 
consuming  and  do  not  lend  themselves  to  the 
average  physician’s  busy  office  practice. 

During  the  past  two  decades,  weight  con- 
trol clubs  have  become  popular.  These  func- 
tion as  social  clubs,  offering  psychologic  sup- 
port to  appetite-curbing  by  regularly  sched- 
uled meetings  at  which  the  member  is  em- 
barrassed or  encouraged  into  continuing  his 
weight  loss.  Exercise  programs  are  utilized 
to  varying  degrees  in  this  type  of  program,  but 
medications  are  not  used  and  are  usually 
frowned  upon.  While  the  success  of  these 
weight  control  programs  has  been  widely 
touted,  long-term  follow-up  reveals  a high 
percentage  of  drop-outs  with  a return  to  the 
previous  obese  state. 

A second  spin-off  from  the  failure  of  the 
traditional  practitioner  to  tackle  obesity 
has  been  the  medical  and  paramedical 
charlatan  who  enters  the  field  of  weight  con- 
trol pretending  a desire  to  help  people,  when 
in  fact  his  desire  is  to  help  himself  to  the 
people’s  money.  This  type  of  practitioner  is 
easily  recognized  as  his  office  practice  is  cen- 
tered around  weight  control  with  little,  if  any. 


attempt  to  render  primary  medical  care  to  the 
community.  Long-term  follow-up  in  this  type 
of  practice  also  reveals  a high  failure  rate  with 
return  to  the  obese  state. 

The  current  gimmick  of  the  “fat  doctors” 
is  the  daily  injection  of  human  chorionic  gon- 
adotropic hormone  as  an  important  facet  to 
the  weight  loss  program.  A.  T.  W.  Simeons, 
the  British-trained  physician  who  initiated 
HCG  use  in  obesity,  postulated  that  this 
hormone  promoted  better  adherence  to  a low- 
calorie  diet  and  provided  rapid  mobilization 
and  loss  of  “abnormal”  fat.  No  one  has  ever 
defined  “abnormal”  fat,  nor  has  anyone  ever 
presented  scientific  evidence  that  the  use  of 
human  chorionic  gonadotropic  hormone  results 
in  better  weight  loss  than  one  would  expect 
from  the  use  of  a 500-calorie  diet  alone  (an 
integral  part  of  the  HCG  program). 

The  widespread  use  of  human  chorionic 
gonadotropic  hormone  for  obesity  has  alarmed 
the  Food  and  Drug  Administration  so  that 
they  now  require  product  labeling  indicating 
that  there  is  no  substantial  evidence  that  this 
preparation  is  of  any  value  in  the  treatment 
of  obesity.  Unfortunately,  patients  have  no 
opportunity  to  read  product  labels.  Several 
accepted  indications  for  HCG  prevent  the 
FDA  from  removing  the  product  from  the 
market,  thus  providing  the  loophole  in  the  law 
which  prevents  government  action  against 
physicians  who  abuse  this  product.  Marketed 
drugs  may  be  used  for  non-listed  indications 
if  some  evidence  suggests  there  is  a rationale 
for  this  use.  Federal  action  against  the  use 
of  HCG  in  obesity  would  establish  an  unde- 
sirable precedent  for  bona  fide  indications  for 
marketed  preparations  in  unlisted  indications 
(eg,  the  use  of  propanolol  in  the  management 
of  hypertension). 

However,  the  Food  and  Drug  Administra- 
tion has  served  notice  in  the  Federal  Register 
that  the  use  of  HCG  in  obesity  represents  an 
investigational  use  of  this  preparation  and 
therefore  comes  under  federal  regulations  for 
investigational  drugs.  These  regulations  re- 
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quire  the  filing  of  a research  protocol,  which 
has  been  approved  by  a research  and  human 
rights  committee,  and  signed  informed  con- 
sent from  all  participating  patients. 

Physicians  in  Delaware  should  dissuade 
their  patients  from  attending  “fat  clinics”  and 
at  the  same  time  should  improve  their  own 
empathy  and  expertise  in  the  management  of 
the  problem  of  obesity. 

W.J.H. 

THE  STRUGGLE  AGAINST  QUACKERY — 
WHOSE  RESPONSIBILITY? 

According  to  Webster  a quack  is  “one  who 
seeks  to  remedy  by  empirical,  fraudulent,  or 
ignorant  treatment.”  Unfortunately,  the  prac- 
tice of  medicine  has  always  included  a small 
group  of  physicians  who  persist  in  using  treat- 
ments which  have  no  scientific  justification. 
This  is  not  to  be  confused  with  medical 
failures  after  using  proven  methods  of  treat- 
ment, something  which  we  as  physicians  have 
all  experienced.  It  is  also  not  to  be  confused 
with  the  use  of  any  modality  of  treatment 
later  proven  to  be  unsafe  or  of  no  benefit. 

Most  of  us  can  still  remember  the  use  of 
elaborate  and  expensive  machines  to  cool  the 
stomach  in  cases  of  bleeding  ulcers.  These 
units  are  now  stored  in  the  dark  corners  of 
our  hospital  attics  along  with  the  basal  me- 
tabolism machines  and  other  medical  memor- 
abilia. While  we  have  progressed  from  the 
days  of  the  19th  century  traveling  medicine 
man  hawking  his  herbs  and  potions  which 
would  cure  anything  from  fallen  arches  to 
falling  hair,  we  are  still  plagued  with  the  oc- 
casional physician  who  persists  in  treatments 
which  are  scientifically  invalid. 

Unfortunately,  such  questionable  practices 
encompass  almost  the  entire  spectrum  of  medi- 
cal care  and  are,  in  part  at  least,  due  to  an 
uninformed  public.  There  is  little  difference 
therefore  in  the  physician  who  gives  a shot 
of  penicillin  to  a patient  with  an  obvious  viral 
illness  and  the  patient  who  demands  the  same 
injection  for  that  problem.  Another  example 
is  the  indiscriminate  use  of  vitamin  B-12  in- 


jections. There  are  a few  practitioners  who 
administer  B-12  to  many  patients  who  com- 
plain of  fatigue.  The  commonest  reasons  for 
fatigue  are  overwork,  frustration,  boredom,  or 
depression.  Yet,  since  more  than  half  of  all 
patients  have  as  their  initial  complaint  “lack 
of  energy”  or  “I’m  tired,”  the  charlatan  phy- 
sician has  an  excuse  to  initiate  a series  of 
B-12  injections  or  in  other  patients  to  make 
the  now  fashionable  diagnosis  of  hypoglycemia 
and  then  proceed  in  many  patients  with  an- 
other series  of  worthless  injections. 

The  medical  quack  has  now  successfully  en- 
compassed almost  the  entire  spectrum  of  pa- 
tients’ complaints;  B-12  and  the  treatment 
of  hypoglycemia  for  the  tired;  acupuncture 
for  pain  wherever  it  may  be  and  regardless  of 
cause;  and  “the  fat  doctor”  for  the  overweight. 
In  fact,  with  the  two  relatively  new  havens  of 
quackery — the  Acupuncture  Clinic  and  the 
Fat  Clinic — we  have  now  come  full  circle  be- 
cause many  patients  have  had  acupuncture  for 
weight  control. 

My  interest  in  the  methods  and  procedures 
of  fat  clinics  was  initiated  after  reviewing  let- 
ters of  complaint  from  patients  to  the  Board 
of  Censors  of  the  New  Castle  County  Medi- 
cal Society  and  from  private  physicians.  The 
activities  of  obesity  specialists  everywhere  re- 
veal certain  consistencies;  the  frequent  ab- 
sence of  an  adequate  medical  history  and  phy- 
sical examination  and  the  use  of  injections  of 
human  chorionic  gonadotropin  (HCG)  even 
though  the  Food  and  Drug  Administration  has 
required  the  statement  in  all  labeling  of  this 
hormone  “that  it  has  not  been  demonstrated 
to  be  effective  therapy  in  the  treatment  of 
obesity.”  Unfortunately  patients  are  seldom 
told  what  the  injection  is  and  almost  never 
see  the  package  insert  statement  by  the  FDA. 
Sometimes  patients  are  prescribed  a 500-calo- 
rie diet.  In  this  diet,  breakfast  consists  of 
tea  or  coffee  only,  this  despite  statements  by 
every  experienced  nutritionist  that  a good 
breakfast  is  essential  to  good  health. 

After  reviewing  many  laboratory  claims  sub- 
mitted to  the  insurance  carrier,  I have  also 
become  concerned  about  the  type  and  costs 
of  various  laboratory  tests  which  may  be  re- 
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quired  of  patients  who  aspire  to  weight  reduc- 
tion. For  example,  many  claims  for  five-hour 
glucose  tolerance  tests  are  submitted,  and  it 
is  also  notable  that  while  the  patient  or  in- 
surance carrier  may  be  charged  $25.00  for  this 
test,  the  laboratory  which  did  it  and  supplied 
all  the  equipment  needed  charges  only  $7.00. 

In  criticizing  the  use  of  HCG  or  any  other 
scientifically  invalid  substance,  the  medical 
profession  has  to  expect  a surge  of  rebuttal 
from  patients  who  have  lost  weight  with  such 
a program.  What  the  public  should  under- 
stand is  that  weight  loss  is  attributable  to  a 
decreased  calorie  diet,  and  the  psychological 
boost  achieved  from  going  to  the  doctor’s  office 
is  often  a great  help  in  achieving  adherence 
to  a low-calorie  diet.  They  should  also  know 
that  reputable  double-blind  studies  have 
proven  HCG  to  be  no  more  effective  than  in- 
jections of  water.  Sadly,  if  HCG  or  even  B-12 
should  suddenly  disappear,  the  medical  quack 
would  think  of  another  substitute  to  inject, 
whether  it  be  essence  of  asparagus  or  moon 
dust. 

Some  physicians  and  certainly  the  entire 
public  will  now  ask  why  organized  medicine 
can’t  discipline  or  at  least  educate  this  fringe 
of  medicine.  The  fact  remains  that  although 
many  hours  of  discussion  occur  in  our  numer- 
ous medical  committees,  be  they  professional 
conduct  committee,  grievance  committee. 
Board  of  Censors,  or  Board  of  Directors,  the 
physicians  who  run  fat  clinics  or  who  use  HCG 
are  often  not  members  of  local  medical  socie- 
ties, M.D.  or  D.O.,  and  therefore  they  escape 
peer  review  or  disciplinary  action  by  any  of  the 
many  committees  or  the  parent  societies. 

It  appears  therefore  that  the  struggle 
against  quackery  starts  with  a more  informed 
public  and  a more  informed  and  informative 
physician. 

Chares  S.  Riegel,  M.D. 

« % 55 

ACUPUNCTURE 

Whatever  benefits  have  accrued  from  de- 
tente with  mainland  China,  none  have  had  an 


impact  on  the  American  public  comparable  to 
the  surge  of  enthusiasm  for  the  art  of  acu- 
puncture. Reasons  for  this  excitement  are  not 
completely  understood  though  impatience  with 
American  medicine  and  the  appeal  of  the  mys- 
tic may  be  contributing  factors.  It  is  prob- 
ably significant  that  the  afflictions  for  which 
acupuncture  is  most  highly  touted  are  those 
generally  unresponsive  to  current  methods  of 
treatment,  (eg,  migraine  headaches,  low  back 
pain,  impotence,  and  obesity). 

Western-trained  physicians  have  difficulty 
understanding  the  basis  of  acupuncture  ther- 
apy. The  influence  of  the  forces  Yin  and  Yang 
on  the  course  of  nature  (Too)  and  the  circu- 
lation of  vital  energy  {chi)  to  aU  parts  of  the 
body  through  a fourteen  channel  network  lack 
scientific  credence.  The  failure  of  electron 
microscopists,  neuroanatomists,  and  physiolo- 
gists to  identfy  any  of  the  structures  compris- 
ing this  mysterious  circulatory  system  casts 
further  doubt  on  the  validity  of  acupuncture 
as  a science.  An  additional  disturbing  point 
is  the  fact  that  this  vital  energy  force  trans- 
gresses anatomical  barriers;  for  example,  an 
acupuncture  pathway  is  said  to  exist  from  the 
subcutaneous  tissues  of  the  foot  to  the  colon 
and  then  to  the  lung. 

Proponents  of  acupuncture  proudly  point  to 
the  fact  that  this  science  has  been  in  existence 
for  thousands  of  years  without  explaining  its 
failure  to  become  an  accepted  medical  science 
long  ago.  China  has  not  always  been  closed 
to  the  western  world,  and  the  art  has  flourished 
in  isolated  areas  outside  of  the  Orient.  Of 
note  is  the  failure  of  many  western-trained 
Chinese  physicians  to  embrace  the  practice  of 
acupuncture. 

Acupuncturists  point  with  pride  to  Sir  Wil- 
liam Osier’s  Principles  and  Practice  of  Medi- 
cine in  which  he  endorses  acupuncture  for  the 
treatment  of  lumbago.  However,  it  should  be 
noted  that  Osier  did  not  refer  to  the  insertion 
of  needles  into  acupuncture  points  but  recom- 
mended the  thrusting  of  needles  into  the  lum- 
bar muscles  at  the  seat  of  the  pain,  a practice 
accepted  by  modern  medicine,  not  related  to 
acupuncture. 
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One  disturbing  aspect  of  the  acupuncture 
story  is  the  tendency  to  promote  its  use  in  the 
treatment  of  a variety  of  maladies  unrespon- 
sive to  conventional  methods  of  therapy.  In 
this  respect,  acupuncture  resembles  Vitamin  E 
and  vinegar  and  honey. 

The  American  Medical  Association  and  most 
state  medical  societies  have  taken  a strong 
stand  on  acupuncture  recommending  that  it 
be  utilized  only  in  a scientific  setting  which 
will  provide  objective  evaluation  of  its  pos- 
sible therapeutic  usefulness.  Unless  acupunc- 
ture is  studied  in  a controlled  manner,  we  may 
never  know  its  relevance  to  modern  medical 
practice.  Tests  by  testimonial  are  worthless 
and  should  not  be  published  in  any  responsible 
medical  journal. 

The  Attorney  General  of  the  State  of  Dela- 
ware has  rendered  the  opinion  that  acupunc- 
ture represents  the  practice  of  medicine  and, 
therefore,  cannot  be  carried  out  by  individuals 
other  than  licensed  physicians.  The  Medical 
Council  of  Delaware  has  accepted  the  responsi- 
bility for  supervising  acupuncture  in  the  State 
of  Delaware  and  issued  a position  paper  in 
1973  outlining  the  guidelines  for  the  practice 
of  acupuncture  in  this  state. 

In  Delaware,  acupuncture  may  be  practiced 
only  in  institutions  capable  of  carrying  out  re- 
search, and  the  protocol  for  such  research  must 
be  approved  by  expert  committees  on  research 
and  human  rights.  It  is  also  necessary  that 
patients  undergoing  acupuncture  therapy  give 
written  informed  consent  indicating  that  they 
understand  the  limitations  of  this  form  of 
therapy.  These  requirements  in  force  in  the 
State  of  Delaware  are,  in  fact,  only  a repeti- 
tion of  Federal  guidelines  published  in  the 
Federal  Register. 

If  the  efficacy  of  acupuncture  is  in  question, 
what  about  its  safety?  Fortunately,  direct  side 
effects  from  this  treatment  technique  are  in- 
frequent though  they  might  be  severe  (eg, 
pneumothorax).  However,  more  important  is 
the  fact  that  the  individual  undergoing  acu- 
puncture therapy  for  the  treatment  of  symp- 
toms may  delay  continued  attempts  at  proper 


diagnosis  and  therapy  by  more  conventional 
means. 

The  ancient  Chinese  art  of  acupuncture  may 
possibly  be  of  some  value  in  modern  medical 
practice,  but  sufficient  data  to  prove  this  worth 
are  not  yet  available. 

R.B.F. 

)£ 

THE  PRESENT  STATUS  OF  NURSING 
EDUCATION  IN  DELAWARE 

1.  Is  there  a “plot”  to  close  down  all  other 
nursing  schools  or  to  exert  pressure  so  that 
only  the  University  of  Delaware  will  be  in  con- 
trol of  nursing  education'? 

2.  What  is  the  impact  of  the  closing  or  po- 
tential closing  of  some  of  the  nursing  schools 
in  Delaware  on  the  supply  of  nurses  in  our 
hospitals? 

3.  Should  the  criteria  for  determining  the 
quality  of  a program  in  nursing  education  more 
appropriately  be  the  success  of  its  graduates 
or  the  credentials  of  the  school’s  teaching  staff? 

Recently  the  Joint  Practice  Committee  of 
the  Medical  Society  of  Delaware  was  asked  to 
provide  answers  to  the  above  three  provoca- 
tive questions.  We  have  done  this  through  a 
series  of  meetings  with  the  directors  of  the 
different  nursing  education  programs,  a ques- 
tionnaire survey,  and  a meeting  of  the  co- 
chairman  (WHD)  with  the  Delaware  Board 
of  Nursing. 

Is  there  a “plot”  to  close  down  all  nursing 
schools  or  to  exert  pressure  so  that  only  the 
University  of  Delaware  would  be  in  control  of 
nursing  education?” 

We  have  reached  a positive  conclusion  that 
there  is  absolutely  no  “plot”  to  eliminate  any 
of  Delaware’s  nursing  schools.  As  a matter  of 
fact,  the  findings  are  just  the  opposite:  the  at- 
titude of  the  Delaware  Board  of  Nursing  is 
very  positive  towards  continually  increasing 
quantity  along  with  improving  quality.  In  ex- 
amining the  records  of  several  of  the  schools 
of  nursing,  it  seems  clear  that  every  effort  is 
being  made  to  assure  a continued  high  level 
of  nursing  education  with  increased  student 
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TABLE  1 

SURVEY  REPORT  TO  THE  JOINT  PRACTICE  COMMITTEE 

% estimated 


School 

Accreditation 
State  NLN* 

Average 

Graduates 

1970-1974 

% passed 
State  Boards 
1970-1974 

still  to  be 
practicing  in 
Del.  1970-1974 

Expected 

Continuation 

St.  Francis  Hospital 
School  of  Nursing 

Yes 

Yes 

23 

95 

56 

No 

Milford  Memorial  Hos- 
pital School  of  Nursing 

Yes 

No 

13 

100 

Estimated 

65 

No 

Delaware  Technical 
and  Community 
College 

No 

No 

No  experience  factors 

N.R.** 

Yes 

Beebe  Hospital 
School  of  Nursing 

Yes 

No 

9 

100 

74 

Yes 

Nursing  School  of 
Wilmington,  Inc. 

Yes 

No 

45 

98 

67 

Yes 

College  of  Nursing 
University  of  Delaware 

Yes 

Yes 

66 

100 

50 

Yes 

Wesley  College 
Department  of  Nursing 

Yes 

Yes 

17 

92 

N.R.** 

Yes 

*NLN=National  League  of  Nursing 
**N.R.=Not  reported 


enrollments  throughout  the  State.  Some 
schools  are  noted  to  have  been  slower  than 
others  in  responding  to  the  requirements  of 
the  Board  of  Nursing  concerning  faculty  cre- 
dentials. The  majority  of  the  schools  base 
their  faculty  criteria  on  National  League  for 
Nursing  guidelines.  The  Board  of  Nursing 
merely  verifies  whether  or  not  they  are  meet- 
ing their  own  rules  and  regulations  in  this  re- 
gard. 

What  is  the  impact  of  the  closing  or  poten- 
tial closing  of  some  of  the  nursing  schools  in 
Delaware  on  the  supply  of  nurses  in  our  hos- 
pitals?” 

Please  refer  to  Table  1 for  results  of  the 
survey  by  the  Joint  Practice  Committee. 
There  are  presently  seven  programs  in  Dela- 
ware preparing  students  for  the  Registered 
Nurse  licensing  examination:  one  collegiate, 
two  associate  degree,  and  four  diploma  pro- 
grams. The  collegiate  program  and  one  each 
of  the  associate  degree  and  diploma  programs 
are  nationally  accredited.  The  total  number 


of  annual  graduates  from  all  of  the  programs 
for  the  last  five  years  has  been  173.  The  av- 
erage percent  of  graduates  passing  State  Board 
Examinations  has  been  97  percent.  All  of  the 
schools  except  two  of  the  diploma  programs 
expect  to  continue.  For  the  five  programs  for 
which  the  data  is  available,  67  percent  of  the 
graduates  are  still  practicing  in  Delaware. 

It  was  categorically  stated  by  both  of  the 
schools  which  indicated  they  are  phasing  out 
their  nursing  programs  that  no  pressure  to  do 
so  was  brought  to  bear  from  any  outside 
source.  In  each  instance,  financial  reasons  are 
responsible  for  closing.  In  addition,  both 
schools  stated  it  was  evident  that  there  were 
other  significant  nursing  sources  already  in 
being  or  in  development  to  absorb  the  respon- 
sibility of  providing  nurses  for  their  area. 

The  survey  does  not  show  it,  but  both  the 
Nursing  School  of  Wilmington  and  the  Uni- 
versity of  Delaware  have  more  than  doubled 
their  enrollments  this  past  year.  Delaware 
State  College  is  seeking  approval  for  a new 
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TABLE  2 

STATISTICAL  ANALYSIS— REGISTERED  NURSES  IN  DELAWARE,  1974 


RECORDS  SCREENED:  4,969 


42  Male 
4,897  Female 
30  Missing 

MARITAL  STATUS 

589  Single 
3,699  Married 
260  Widowed 
279  Divorced  or  separated 
142  Not  stated 

TYPE  OF  EMPLOYMENT 

2,462  Full  time 
1 ,075  Part  Time 
1,367  Not  employed 
65  Not  stated 

STATE  OF  EMPLOYMENT 

2,793  Delaware 
137  Maryland 
232  Pennsylvania 
70  New  Jersey 
339  Other 
1,398  Not  stated 

COUNTY  OF  RESIDENCE 

2,222  New  Castle 
369  Kent 
455  Sussex 

924  Other  than  Delaware 
999  Not  stated 


EDUCATIONAL  PREPARATION 

4.106  Diploma 
96  A.D. 

5 1 3 B.S.  or  higher 
254  Not  stated 

HIGHEST  DEGREE 
3,150  No  degree 
488  B.S. — Nursing 
100  B.S.— Other 
78  M.S. — Nursing 
41  M.S. — Other 
6 Doctorate 

1 . 1 06  Not  stated 

FIELD  OF  EMPLOYMENT 
1,971  Hospital 
246  Nursing  Home 
165  School  of  Nursing 
200  Private  duty 
1 35  Public  Health 
246  School  Nurse 
120  Industrial 
302  Office  Nurse 
1 ,584  Not  stated 

TYPE  OF  POSITION 

90  Adm.  or  Asst. 

16  Consultant 
285  Supervisor 
204  Instructor 
425  Head  Nurse 
1,862  Staff 
549  Other 
1 ,538  Not  stated 


CLINICAL  PRACTICE  AREA 
296  Geriatric 
257  Ob-Gyn 
1,087  Med.-Surg. 

385  Ped.  & Maternity 
187  Psych. 

786  Other 
1,628  Not  stated 

COUNTY  OF  EMPLOYMENT 
2,039  New  Castle 
290  Kent 
451  Sussex 
776  Other 
1 ,41  3 Not  stated 

TYPE  OF  EMPLOYMENT 


NEW  CASTLE 


1,366 

Full  time 

628 

Part  time 

29 

Not  employed 

16 

Not  stated 

KENT 

213 

Full  time 

71 

Part  time 

4 

Not  employed 

2 

Not  stated 

SUSSEX 

308 

Full  time 

131 

Part  time 

4 

Not  employed 

8 

Not  stated 

baccalaureate  program  in  nursing.  Delaware 
Technical  and  Community  College,  which  will 
graduate  its  first  class  of  twenty-five  students 
in  June  of  1975,  has  also  doubled  its  enroll- 
ment for  the  coming  year.  The  answer  then 
to  this  question  is  that  the  closing  of  the  two 
programs  indicated  will  have  no  untoward  im- 
pact on  the  supply  of  nurses  in  Delaware’s 
hospitals.  On  the  contrary,  because  of  new 
enrollments  the  supply  is  actually  improving. 

Should  the  criteria  for  determining  the  qual- 
ity of  a program  in  nursing  education  more 
appropriately  be  the  success  of  its  graduates 
or  the  credentials  of  the  school’s  teaching 
staff? 


This  question  was  posed  directly  to  the 
Delaware  Board  of  Nursing.  At  this  point  we 
can  only  report  that  they  concur  that  the  suc- 
cess of  nursing  graduates  in  their  field  of  nurs- 
ing is  one  of  the  basic  indicators  by  which  to 
assess  a program’s  worth.  A specific  effort  is 
presently  being  made  to  accurately  study  and 
analyze  the  achievements  of  each  school’s 
graduates  as  part  of  the  establishment  of 
standards  for  nursing  schools. 

The  Board  of  Nursing  has  also  provided  to 
us  a recent  summary  of  the  4,969  active  R.N. 
files  in  their  records.  The  results  are  tabu- 
lated in  Table  2. 

In  summary  then,  nursing  education  in  Del- 
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aware  is  of  excellent  quality.  The  Delaware 
Board  of  Nursing  works  closely  with  the  Dela- 
ware Nurses’  Association  and  each  of  the 
nursing  education  programs  to  continually  as- 
sure this  high  quality.  The  total  numbers  of 
graduates  will  continue  to  increase  over  the 


next  several  years  and  will  assure  a steady 
flow  of  registered  nurses  to  the  communities 
of  Delaware. 

William  H.  Duncan,  M.D.  Co-Chairman 
Joint  Practice  Committee 
Medical  Society  of  Delaware 


^^etterd  to  the  -^Aitor 


To  the  Editor: 

A trip  to  Indochina  for  PIEGO*  (Program 
for  International  Education  in  Gynecology 
and  Obstetrics)  can  pose  unanticipated  prob- 
lems for  the  visiting  gynecologist.  Rather  than 
thinking  of  “problems,”  one  must  view  them 
as  “challenges  and  opportunities.”  My  recent 
trip  to  the  Khmer  Republic  (Cambodia)  to  in- 
struct in  the  technique  of  laparoscopy  well  il- 
lustrates the  point. 

As  we  approached  Phnom  Penh,  an  experi- 
enced eye  could  see  a destroyed  countryside — 
farm  lands  without  farm  houses,  bridges  de- 
stroyed, bomb  craters,  and  other  signs  of  a 
method  of  population  control  we  do  not  es- 
pouse. Pochentong  Airport,  eight  miles  west 
of  the  city,  is  tired,  dirty  and  over-worked — 
one  of  the  many  pathetic  outposts  for  the  jet 
airplanes  arriving  from  what  has  been  called 
the  “real  world.” 

The  AKS  Hospital  in  Phnom  Penh  is  a 500- 
bed  referral  institution,  which  was  a gift  from 
Russian  foreign  aid  in  the  past  ten  years.  Its 
building  specifications  were  outdated  50  years 
ago,  and  the  structure  has  rapidly  aged  from 
the  tropical  sun,  humidity,  dust,  lack  of  main- 
tenance, and  having  been  hit  by  Chinese 
rockets  several  months  back. 

Most  all  physicians  are  employed  by  the 
Ministry  of  Health  for  salaries  of  under  $100 
per  month,  and  they  basically  work  in  the  hos- 
pitals from  9 A.M.  until  1 P.M.  Then  comes 
siesta  time — lunch  and  rest  that  becomes  es- 

*USAID— funded  program  administered  by  the  Department  of 
Gynecology  and  Obstetrics,  Johns  Hopkins  University  School  of 
Medicine. 


sential  in  a humid  climate  when  temperatures 
may  reach  100°  F.  The  remainder  of  the  day 
the  physicians  usually  spend  in  their  private 
offices  or  clinics  caring  for  private  patients  to 
supplement  their  meager  incomes.  With  an 
inflation  rate  of  250%  in  the  past  year  alone, 
few  can  still  afford  the  private  clinic. 

In  every  laparoscopy  clinic  I have  estab- 
lished we  have  the  same  problems.  Electrical 
plugs  have  to  be  changed,  and  we  have  no  CO2 
tanks.  The  local  Coca-Cola  bottling  plant  on 
the  edge  of  town  came  to  our  rescue.  Late 
that  afternoon  a new  entity  compounded  all 
the  language  and  cultural  problems.  An  in- 


Hallway  was  only  hospital  accommodation  for 
wounded  female  patient. 
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Wounded  from  New  Year’s  offensive  filled  the  cor- 
ridors and  hallways.  According  to  the  author, 
many  slept  there. 


creasing  crescendo  of  artillery  was  heard  from 
the  edge  of  town.  Then  the  bombs  started 
dropping  on  the  Khmer  Rouge  insurgents. 
Machine-gun  fire  made  an  ugly  punctuation 
to  it  all. 

Arriving  at  the  hospital  I was  struck  by  the 
tremendously  overcrowded  facility,  1500  pa- 
tients for  500  beds.  Wounded  lay  on  the 
porches  and  in  the  hallways.  Wives  and  chil- 
dren were  caring  for  and  comforting  some  of 
the  1000  casualties  from  the  battle.  Amputees 
seemed  to  come  out  of  every  darkened  room. 
The  O.R.  was  late  starting  as  some  of  the 
personnel  had  been  busy  all  night  with  “emer- 
gencies.” As  the  windows  shook  from  not  too 
distant  bombardment,  we  began. 

Sterile  technique  takes  many  forms  in  many 
places,  and  one  can  only  go  so  far  in  changing 
regional  concepts  of  the  “germ  theory.”  I 
did  however  insist  on  using  a fresh  suture  and 
needle  on  each  patient! 

It  is  very  frustrating  being  involved  with  a 
people  desperately  short  of  medical  care  and 
not  being  able  to  do  more,  but  without  know- 
ing the  language  and  being  available  for  only 
a few  days  you  can  only  contribute  as  they 
allow  you.  In  other  areas  additional  lectures 
can  be  given;  here  it  was  impossible. 

Later  that  day  rockets  landed  in  front  of 
the  hotel.  Fortuitously  I was  leaving  that 
afternoon,  and  never  had  the  necessity  to 
utilize  the  bunker  ( the  basement)  at  the  hotel. 


Author  and  Cambodian  physician  performing  lap- 
aroscopy. 


Was  it  a successful  trip?  It  depends  on  your 
point  of  view.  At  least  some  Cambodians 
know  that  some  Americans  care  about  the 
quality  of  their  life. 

John  M.  Levinson,  M.D. 

Southeast  Asia  Coordinator 
for  PIEGO 
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PRACTICAL  CLINICAL  PSYCHOPHARMACOLOGY  by 
William  S.  Appleton,  M.D.,  and  John  M.  Davis, 
M.D.,  Medcom  Press,  New  York,  1973.  171  pp. 
Price  $6.95  paperback. 

This  little  handbook  summarizes  the  varie- 
ties of  psychotropic  drugs  currently  used  by 
two  psychiatrists  for  treatment  of  major  men- 
tal disorders  as  well  as  emotional  and  per- 
sonality disorders.  It  is  a well  written  sum- 
mary of  their  therapeutic  effects  in  the  man- 
agement of  psychoses,  affective  disorders,  and 
neuroses,  plus  a chapter  on  the  management 
of  the  medical  emergency  of  overdose. 

The  book  pinpoints  some  outstanding  symp- 
toms for  recognition  and  differentiation  of  each 
mental  disorder,  as  well  as  the  control  of  tar- 
get symptoms  by  drugs  and  their  maintenance 
doses.  There  are,  also,  a few  remarks  concern- 
ing drug  side  effects  and  precautionary  mea- 
sures. There  are  several  tables  comparing  the 
efficiency  of  each  major  antipsychotic  drug, 
antidepressant,  and  anti-anxiety  agent. 

The  authors  discuss  how  to  choose  one  drug 
over  the  other,  how  and  when  to  combine 
drugs  with  psychotherapy,  how  to  manage  side 
effects,  how  to  control  violent  patients,  and 
how  to  determine  which  patient  is  likely  to 
benefit  from  which  drug.  This  book  should 
assist  medical  students  and  family  physicians. 
It  should  also  provide  a solid  reference  for 
psychiatrists  interested  in  drug  therapy;  most 
psychiatric  textbooks  have  lacked  psycho- 
pharmacological  discussion. 

This  book  is  recommended  to  our  medical 
students  who  are  interested  in  chemotherapy 
as  an  adjunct  to  psychotherapy  and  other 
modalities  of  treatment. 

Shao-Chi  Yu,  M.D. 

!&' 

ENDOCRINE  AND  NONENDOCRINE  HORMONE- 
PRODUCING  TUMORS,  Year  Book  Medical  Pub- 
lishers, Chicago,  1973.  438  pp.  140  illus.  Price 
$18.95. 

This  book  consists  of  thirty-one  papers, 
twenty  of  which  were  contributed  by  the  staff 
of  the  M.  D.  Anderson  Hospital  and  Tumor 


Institute.  The  papers  cover  a broad  range  of 
hormone-producting  tumors  in  a succinct 
fashion.  The  diagnosis,  treatment,  and  par- 
ticularly the  pathology  of  the  neoplasms  are, 
on  the  whole,  well  discussed.  However,  the 
chapter  on  androgens  and  erythropoietin  pro- 
duction appears  to  bear  no  relation  to  the  con- 
ference topic,  and  the  paper  on  polyglandular 
disease  and  pancreatic  islet  cell  cancer  pre- 
sented no  cases  of  polyglandular  disease.  J. 
W.  Conn  in  his  paper  on  primary  aldosteron- 
ism reports  an  8%  incidence  of  normokalemic 
primary  aldosteronism  in  hospitalized  patients 
with  “essential”  hypertension.  There  is  a 
good  review  of  inappropriate  secretion  of  anti- 
diuretic hormone  by  F.  C.  Bartter. 

Perhaps  the  most  serious,  and  in  many  ways 
inevitable,  defect  of  this  book  is  the  time  lag 
between  conference  and  publication.  With  the 
increasing  availability  of  radioimmunoassay 
for  most  of  the  polypeptide  hormones  there 
have  been  many  publications  in  this  area,  par- 
ticularly on  ectopic  hormone-producing  tu- 
mors. A recent  symposium  on  paraneoplastic 
syndromes,  published  in  the  Annals  of  the  New 
York  Academy  of  Sciences,  Volume  230,  1974, 
gives  a considerably  more  up-to-date  review 
on  these  tumors.  However,  for  an  overview 
of  hormone-producing  tumors  this  book  still 
has  much  to  offer. 

P.  John  Pegg,  M.D. 

BE  5S 

CARDIOVASCULAR  PHYSICAL  DIAGNOSIS  by  Mar- 
fin  J.  Frank,  M.D.  and  Sergio  V.  Alvarez-Mena, 
M.D.,  Year  Book  Medical  Publishers,  Chicago, 
1 973.  1 86  pp.  Illus. 

This  soft-cover  edition  of  less  than  200 
pages  was  written  by  two  skilled  observers 
as  a teaching  aid  particularly  for  medical 
students  and  young  physicians  requiring  re- 
finement in  their  bedside  diagnosis  of  the  car- 
diac patient.  As  emphasized  by  the  authors, 
it  is  in  no  way  a standard  textbook  in  cardi- 
ology. An  attempt  is  made  to  guide  the  young 
clinician  in  logical  and  practical  ways  to  evalu- 
ate his  patient. 


148 


March,  1975 


Book  Reviews 


The  initial  chapters  deal  with  the  medical 
history,  followed  by  chapters  on  inspection, 
palpation,  blood  pressure  determination,  nor- 
mal and  abnormal  heart  sounds,  systolic,  dia- 
stolic, and  innocent  murmurs.  Graphic  illus- 
trations are  easily  comprehended  and  empha- 
size the  importance  of  concentrating  on  differ- 
ent phases  of  the  cardiac  cycle.  Periodically, 
throughout  the  text,  which  is  presented  in  out- 
line form,  there  are  frequent  questions  with 
blank  fill-ins.  These  re-emphasize  the  essen- 
tials of  the  prior  outline  to  which  the  reader 
can  easily  refer.  This  new  method  of  teaching 
keeps  the  reader  on  his  toes  and  provides  him 
with  repeated  quick  reviews  to  assist  his  mem- 
ory. An  excellent  bibliography  follows  each 
chapter.  The  pathophysiology  of  the  mur- 
murs are  covered  succinctly  and  controversial 
subjects  are  avoided. 

The  book  is  of  particular  value  to  the  stu- 
dent in  its  classification  of  continuous  mur- 
murs and  an  excellent  brief  section  on  the 


JOHN  G.  MERKEL 
& SONS,  INC. 

Physicians  — Hospitals  — 
Laboratory  — Invalid  Supplies 


PHONE  654-8818 


807  N.  Union  Street 
Wilmington,  Delav/are 


opening  snap  and  gallop  sounds.  The  alter- 
ation of  these  sounds  and  murmurs,  with 
changes  in  body  position  and  the  influence  of 
pharmacologic  agents,  is  a valuable  addition. 
The  book  is  recommended  for  the  medical 
student  and  the  physician  interested  in  de- 
veloping his  cardiovascular  diagnostic  skiUs  at 
the  bedside.  It  is  also  of  assistance  to  the 
instructor  in  adapting  some  of  his  teaching 
skills  in  a concise  and  lucid  fashion. 

Mark  G.  Cohen,  M.D. 

^ ^ 

YEAR  BOOK  OF  ENDOCRINOLOGY  1974  edited 
by  Theodore  B.  Schwartz,  M.D.,  Will  G.  Ryan, 
M.D.,  and  Frank  O.  Becker,  M.D.,  Year  Book  Medi- 
cal Publishers,  Chicago.  454  pp.  Illus.  Price  $19.50. 

Last  year  prolactin,  this  year  a good  sum- 
mary of  prostaglandins,  the  current  do-every- 
thing  hormones.  Enlivened,  as  usual,  by  edi- 
tor Schwartz’s  chatty,  coordinating  footnotes. 

Bernadine  Z.  Paulshock,  M.D. 


9:00  to  5:00  Saturday  9:30  to  4:00 
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CURRENT  OBJECTIVES  AND  ACTIVITIES  OF  THE  BREAST  CANCER  NETWORK 


Alice  A.  Love 


In  the  December  issue,  reference  was  made 
to  the  objectives  and  activities  of  the  Delaware 
Breast  Cancer  Network.  Readers  are,  un- 
doubtedly, at  various  points  of  awareness  rela- 
tive to  this  program.  Following  is  a progress 
report  and  an  invitation. 

First,  the  invitation.  “The  First  Annual 
Breast  Cancer  Seminar”  is  being  held  in  two 
locations  in  April.  The  theme  is  “Quality  of 
Living.”  You  have  received — or  you  will 
receive  soon — a brochure  describing  the  pro- 
gram. 

Dr.  Melvin  Krant,  Director  of  the  Medical 
Oncology  Unit  at  Tufts,  is  the  keynote  speaker 
for  the  April  12th  session  in  Georgetown.  A 
number  of  other  presentations  are  planned  for 
the  day.  The  seminar  is  to  be  held  in  the  new 
theater  of  Delaware  Technical  and  Commun- 
ity College.  While  the  location  was  selected 
primarily  for  the  convenience  of  physicians 
in  the  Kent-Sussex  and  Eastern  Shore  com- 
munities, there  is  no  reason  why  New  Castle 
County  residents  cannot  participate. 

Dr.  George  Rosemond,  President  of  the 
American  Cancer  Society,  is  to  be  the  featured 
speaker  for  the  April  2&th  seminar  at  the 
Academy  of  Medicine  in  Wilmington.  The 
format  is  much  the  same  as  in  the  George- 
town program,  that  is,  workshops  and  speakers. 

Technical  arrangements  are  being  made  by 
the  University  of  Delaware,  Continuing  Edu- 


cation Division.  Please  check  the  registration 
form  on  your  program  and  mail  it. 

Progress  is  reportable  in  these  areas.  One, 
the  Clinical  Team  has  completed  the  first  draft 
of  the  Patient  Management  Systems.  These 
Systems  are  a suggested  multidisciplinary  ap- 
proach to  the  management  of  breast  cancer. 
They  are  currently  under  review  via  physician 
conferences  being  held  in  each  Network  hos- 
pital. Second,  the  Nurse  Coordinators  have 
been  actively  interviewing  physicians.  Mrs. 
Jennifer  Zitomer  has  met  with  a number  of 
physicians  in  Kent  and  Sussex  Counties.  Mrs. 
Charolette  Skinner,  though  very  new  to  the 
Breast  Cancer  Network  staff,  has  begun  in- 
terviews in  New  Castle  County.  These  inter- 
views have  provided  both  parties  with  the  op- 
portunity to  discuss  specific  physican  and/or 
patient  concerns  relative  to  breast  cancer. 

A third  area  of  progress  is  evident  in  the 
public  health  education  activities.  Working 
with  the  American  Cancer  Society,  Mrs. 
Brenda  Phillips  has  been  working  in  the  com- 
munity as  an  extension  of  the  Breast  Cancer 
Network.  She  has  been  a prime  mover  in  the 
organizing  of  educational  programs  in 
churches,  settlement  houses,  and  industry. 

Finally,  management  systems  for  nursing, 
supportive  services,  and  pastoral  care  have 
been  developed.  All  such  guidelines  are  in 
the  process  of  colleague  review.  Hopefully, 
all  progress  leads  toward  the  best  patient  care 
possible,  close  to  the  patient’s  home. 


Miss  Love  is  the  Project  Administrator  for  the  Delaware  Breast 
Cancer  Network. 

This  page  is  sponsored  by  the  Cancer  Coordination  Office  funded  thiough  an  NCI  Planning  Grant. 
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Speakers  on  Speakers  for  April,  1975  on  the  Tuesday  radio  program  (11:05  a.m.  WDEL) 

“Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  April  1,  Leo  B.  Hogan,  Jr., 
M.D.,  The  Overuse  of  Antibiotics  in  Office  Practice;  April  8,  Carl  I.  Glass- 
man,  M.D.,  Colonoscopy;  April  15,  Isadore  Slovin,  M.D.,  New  Advances  in 
the  Care  of  the  Female;  April  22,  Frank  T.  O'Brien,  M.D.,  Lung  Cancer; 
April  29,  Charles  S.  Riegel,  M.D.,  Common-Sense  Approach  to  Obesity. 

In  the  News  Jack  C.  Lewis,  M.D.,  of  Selbyville  and  Edmund  S.  Scott,  D.O.  and  Costas 
Terris,  M.D.,  both  of  Wilmington,  became  diplomates  of  the  American  Board 
of  Family  Practice  by  virtue  of  having  passed  the  fifth  certification  examina- 
tion last  October. 


Sickle  Cell 

Disease 

Pamphlets 


Physicians  who  would  like  pamphlets  about  sickle  cell  trait  and  disease 
may  request  limited  copies  without  charge  from  the  Office  of  Public  Health 
Education,  Division  of  Public  Health,  Cooper  Building,  Dover,  Delaware 
19901. 


Cancer  Audio  A new  audio  tape  set,  “Meeting  Highlights:  American  Cancer  Society’s  Na- 

Tape  Set  tional  Conference  on  Childhood  Cancer,”  is  now  available  to  individuals  or 

groups  through  the  Delaware  Division  of  the  American  Cancer  Society.  Dis- 
cussions focus  on  the  diagnosis  and  management  of  childhood  abdominal 
tumors,  soft  tissue  sarcomas,  bone  cancer,  Hodgkin’s  disease,  non-Hodgkin’s 
lymphomas,  and  leukemia.  The  host  and  environmental  factors  associated 
with  childhood  cancer  are  also  presented,  and  the  importance  of  a multidis- 
ciplinary approach  to  treatment  is  discussed.  For  information  call  654-6267. 

CLINICAL  NOTICES  AND  MEETINGS 


Physical  Medicine  The  annual  scientific  meeting  of  the  Eastern  Section  of  the  American  Academy  of 

Meeting  Physical  Medicine  and  Rehabilitation  will  be  held  in  Wilmington  on  Saturday,  April 

5,  1975,  at  the  Hotel  DuPont.  Anthony  L.  Cucuzzella,  M.D.,  Secretary-Treasurer  of 
the  Eastern  Section,  will  serve  as  host  and  Wai  Wor  Phoon,  M.D.,  as  program  chair- 
man. Reservations  may  be  made  by  contacting  Doctor  Cucuzzella  at  428-2015. 


Conference  on  the  The  American  Medical  Association  will  sponsor  a confereiice  on  the  “Disabled  Phy- 

Disabled  Physician  sician”  in  San  Francisco,  April  11-12.  Alcoholism,  drug  dependence,  and  mental  dis- 

orders existing  in  the  physician  population  will  be  the  major  theme.  For  information 
contact:  AMA’s  Department  of  Mental  Health,  535  N.  Dearborn  Street,  Chicago, 
Illinois  60610. 


Psychiatric  The  Department  of  Psychiatry  of  the  University  of  Pennsylvania  will  present  the 

Seminars  following  seminar  series  on  Psychiatry  in  Medical  Practice:  April  9,  Behavior  Modi- 

fication; April  23,  Psychopharmacology;  May  14,  Hypnosis  and  Biofeedback.  For 
information  call  Anne  Hearn,  at  (215)  662-2849. 


American  Academy  The  annual  spring  session  of  the  American  Academy  of  Pediatrics  will  be  held  April 

of  Pediatrics  14-16,  1975,  in  Denver,  Colorado.  For  information  contact:  John  P.  Lynch,  1801 

Hinman  Avenue,  Evanston,  Illinois  60204. 
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Emergency  Medical 
Services  Forum 

The  American  Medical  Association  and  the  Public  Safety  Officers  Foundation  will 
present  First  Forum:  A Debate  on  Critical  Issues  in  Emergency  Medical  Services, 
April  22,  in  Chicago.  The  program  will  consist  of  serious  competitive  debates  by 
acknowledged  experts  on  the  critical  emergency  medical  services  issues  of  1975.  For 
information  contact:  Public  Safety  Officers  Foundation,  Suite  2024,  307  N.  Michigan 
Avenue,  Chicago,  Illinois  60601. 

Maryland  State 
Medical  Society 
Annual  Meeting 

The  members  of  the  Medical  Society  of  Delaware  have  been  invited  to  attend  the 
177th  Annual  Meeting  of  the  Medical  and  Chirurgical  Faculty  of  Maryland,  April 
30-May  2,  1975,  in  Hunt  Valley,  Maryland.  For  information  contact:  Edwin  H. 
Stewart,  Jr.,  M.D.,  Medical  and  Chirurgical  Faculty  of  Maryland,  1211  Cathedral 
Street,  Baltimore,  Maryland  21201. 

infectious  Disease 
Symposium 

The  Twelfth  Annual  Infectious  Disease  Symposium  will  be  held  May  6-9,  1975.  The 
seminar  on  May  6 will  be  held  in  Rehoboth  Beach,  and  the  remaining  sessions  will  be 
held  in  the  Delaware  Academy  of  Medicine  Building,  Wilmington. 

Course  on  Fractures 
and  Other  Trauma 

The  Nineteenth  Annual  Postgraduate  Course  on  Fractures  and  Other  Trauma  will  be 
presented  May  7-10,  1975,  in  Chicago,  by  the  Chicago  Committee  on  Trauma  of  the 
American  College  of  Surgeons.  For  information  contact:  Ralph  T.  Lidge,  M.D.,  1300 
E.  Central  Road,  Arlington  Heights,  Illinois  60005. 

Brain-Damaged 
Persons  Treatment 
Course 

The  Institute  of  Rehabilitation  Medicine  of  New  York  University  Medical  Center  will 
present  a course  on  “Cognitive  and  Perceptual  Remediation  in  Brain-Damaged  Persons” 
in  New  York  City,  May  12-14,  1975.  For  information  contact:  The  Institute  of  Re- 
habilitation Medicine,  New  York  University  Medical  Center,  400  East  34th  Street, 
New  York,  New  York  10016. 

Cardiology 

Course 

The  American  Heart  Association  will  present  a course  on  “Cardiology  for  the  In- 
ternist,” May  12-15,  1975,  in  Atlanta,  Georgia.  For  information  contact:  George  E. 
Stewart,  Jr.,  American  Heart  Association,  44  East  23rd  Street,  New  York,  New  York 
10010. 

Retraining  Program 
for  Inactive 
Physicians 

The  Medical  College  of  Pennsylvania  will  conduct  a session  in  the  fall  which  will  pro- 
vide clinical  training  for  inactive  physicians  who  wish  to  re-enter  clinical  medicine. 
Deadline  for  applications  is  September  1,  1975.  For  information  contact:  Retraining 
Program,  Center  for  Women  in  Medicine,  The  Medical  College  of  Pennsylvania,  3300 
Henry  Avenue,  Philadelphia,  Pennsylvania  19129. 

CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisement  of  a prof essional  nature  are  free  to  members. 


PEDIATRICIAN:  Cum  laude  graduate  Georgetown  OFFICE  FOR  RENT:  1208  Delaware  Avenue,  Wil- 

University.  Has  completed  four  years  military  clini-  mington.  Approximately  1200  square  feet.  Waiting 

cal  service.  Presently  senior  resident  Children’s  room,  consultation  room,  two  examining  rooms,  sec- 

Hospital,  Cincinnati.  Available  summer  1975  for  cretary’s  office,  two  I’est  rooms,  one  storage  room, 

group  or  solo  practice.  For  further  information  call:  428-2596  or  798-1684. 


152 


March,  1975 


According  to  her  major 
ymptoms,  she  is  a psychoneu- 
otic  patient  with  severe 
inxiety.  But  according  to  the 
lescription  she  gives  of  her 
eelings,  part  of  the  problem 
nay  sound  like  depression. 

[his  is  because  her  problem, 
ilthough  primarily  one  of  ex- 
;essive  anxiety,  is  often  accom- 
)anied  by  depressive  symptom- 
itology.  Valium  (diazepam) 
an  provide  relief  for  both— as 
he  excessive  anxiety  is  re- 
ieved,  the  depressive  symp- 
oms  associated  with  it  are  also 
)ften  relieved. 

There  are  other  advan- 
ages  in  using  Valium  for  the 
nanagement  of  psychoneu- 
otic  anxiety  with  secondary 
lepressive  symptoms;  the 
)sychotherapeutic  effect  of 
/alium  is  pronounced  and 
apid.  This  means  that  im- 
)rovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psy^choneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


urveillance  because  of  their  predisposi- 
on  to  habituation  and  dependence.  In 
regnancy,  lactation  or  women  of  child- 
earing  age,  weigh  potential  benefit 
gainst  possible  hazard. 

'recautions:  If  combined  with  other  psy- 
hotropics  or  anticonvulsants,  consider 
arefully  pharmacology  of  agents  em- 
loyed;  drugs  such  as  phenothiazines, 
arcotics,  barbiturates,  MAO  inhibitors 
nd  other  antidepressants  may  potentiate 
s action.  Usual  precautions  indicated  in 
atients  severely  depressed,  or  with  latent 
epression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hotfmann-La  Roche  Inc. 

Nutiey,  New  Jersey  07110 


elaware 

%dijcd  ^omd 


Official  Publication  of  the  Medical  Society  of  Delaware 


1925  Lovering  Avenue,  Wilmington,  Delaware  19806 


VOLUME  47 


APRIL,  1975 


NUMBER  4 


Robert  B.  Flinn,  M.D. 

Editor 


CONTENTS 


Bernadine  Z.  Paulshock,  M.D. 

Senior  Associate  Editor 

Vincent  DelDuca,  Jr.,  M.D. 
Calvin  B.  Hearne,  M.D. 
William  J.  Holloway,  M.D. 
Richard  H.  Morgan,  M.D. 
William  A.  Taylor,  M.D. 

Associate  Editors 

Henrietta  J.  Moore 

Assistant  Editor 

A.  Henry  Clagett,  Jr.,  M.D. 

Honorary  Editor 

M.  A.  Tarumianz,  M.D. 

Honorary  Managing  Editor 

Anne  Shane  Bader 

Business  Manager 

Editorial  Board 

Patrick  F.  Ashley,  M.D. 
Rhoslyn  J.  Bishoff,  M.D. 
Mark  G.  Cohen,  M.D. 
Stephen  H.  Franklin,  M.D. 

Carl  I.  Glassman,  M.D. 
George  L.  Henderson,  M.D. 
William  D.  Johnson,  M.D. 
Marjorie  J.  McKusick,  M.D. 
Jose  Pamintuan,  M.D. 
Herman  Rosenblum,  M.D. 
William  J.  Vandervort,  M.D. 
Allen  C.  Wooden,  M.D. 


Subscription  price:  $12.00  per  year  in 
advance.  Single  copies,  $1.50. 


Book  Reviews 177 

Ophthalmic  Manifestations  of  Systemic  Vascular  Disease 

Current  Pediatric  Therapy  6 

The  Anatomical  Basis  of  Medical  Practice 

General  Ophthalmology 

The  Ecology  of  Human  Disease 

Correlative  N euroanatomy  and  Functional  Neurology 
Medicolegal  hivestigation  of  Death 
An  ABC  of  Modern  Immunology 
Manual  of  Dermatologic  Therapeutics 
Uyider standing  Allergies 

Eating,  Living  and  Dying:  A Psychology  of  Appetites 
Infectious  Disease  Case  Studies 
Ear,  Nose  and  Throat  Disorders 
Oiitpatient  Surgery 
The  Story  of  Medicine  in  America 
The  Art  of  Learning  Medicine 
Current  Concepts  on  Amphetamine  Abuse 
Medical  Management  of  Primary  Hypertension 
Family  Practice  Specialty  Board  Review 
Education  and  Management  of  the  Patient 
With  Diabetes  Mellitus 


Report  from  Headquarters,  Board  or  Jury  179 

HYPERTENSION  IN  CHILDREN 

Edward  W.  McReynolds,  M.D 181 

CYTOMEGALIC  INFECTION  DISEASE  AND 
HERPES  SIMPLEX  INFECTION 

Sidney  J.  Sussman,  M.D 186 

Editorials  191 

Group  vs  Solo  Practice 

The  Problem  of  Trauma 

William  Gill,  M.B.,  Ch.B.,  F.R.C.S. 


Cancer  and  Viruses:  The  Age  of  Innocence  Ends 
Thomas  H.  Maugh,  II 
Cancer  Communique 

The  Delaware  Cancer  Network 
An  Invitation  to  Participate 


Leslie  W.  Whitney,  M.D 200 

® In  Brief 212 


Entered  as  second-class  matter  June  28,  1929,  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3,  1879. 
Issued  monthly.  Second-class  postage  paid  at  Wilmington,  Delaware.  Copyright,  1975,  by  the  Medical  Society  of  Delaware. 


172 


April,  1975 


i^eviewd 


OPHTHALMIC  MANIFESTATIONS  OF  SYSTEMIC 
VASCULAR  DISEASE  by  D.  Cogan,  W.  B.  Saunders, 
Philadelphia,  1974.  187  pp.  Price  $11.00. 

This  small  and  inexpensive  volume  is  the 
third  in  the  series,  “Major  Problems  in  In- 
ternal Medicine.”  It  is  a superbly  written 
book.  Cogan  is  a master  at  separating  the 
wheat  from  the  chaff.  There  are  clear  and 
concise  descriptions  of  the  ocular  findings  in 
systemic  vascular  disorders.  Pathologic  find- 
ings in  each  situation  are  presented  insofar 
as  they  help  to  understand  the  site  and  the 
nature  of  the  clinical  findings. 

Cogan’s  style  is  straightforward  and  clear. 
The  material  is  beautifully  organized,  and 
each  unit  flows  easily  into  the  next.  The 
photographic  illustrations  are  nicely  selected 
for  clarity  and  relevance.  In  its  entirety  the 
book  presents  a wonderful  overview  of  the 
field  and  is  recommended  without  reservation. 

Stephen  H.  Franklin,  M.D. 
^ 

CURRENT  PEDIATRIC  THERAPY  6 by  Sydney  S.  Gel- 
lis  and  Benjamin  M.  Kagan,  M.D.,  W.  B.  Saunders, 
Philadelphia,  1973.  870  pp.  Price  $26.50. 

According  to  the  preface  of  this  useful  refer- 
ence, 180  of  the  355  individual  articles  in  this 
edition  are  new;  the  rest  have  been  reviewed 
and  revised  by  the  272  authors,  of  whom  121 
are  also  new.  The  book  by  no  means  confines 
itself  to  pediatric  authorities,  however. 

New  articles  include  intravenous  hyperali- 
mentation, depression  and  suicide,  autism, 
management  of  the  post-splenectomy  patient, 
disorders  of  purine  metabolism,  and  a short 
but  timely  chapter  on  the  pharmacology  of 
adverse  drug  reactions.  The  entire  derma- 
tology section  has  been  reorganized  and  re- 
written. A formulary  of  topical  treatment  of 
skin  disorders  is  well  organized  and  provides 
much  readily  useable  information  about  der- 
matological agents.  The  roster  of  drugs  at  the 
end  of  the  book  has  been  rewritten. 

As  this  is  a reference  on  treatment,  a diag- 
nosis must  be  made  before  the  book  can  be 
consulted.  The  contributors  are  told,  in  fact. 


to  assume  that  a correct  diagnosis  has  been 
made  and  a sufficient  understanding  of  the 
pathophysiology  exists  so  that  they  may  con- 
centrate on  therapy.  To  a large  extent  this 
has  been  done,  as  in  the  chapter  on  Reye’s 
Syndrome.  However,  as  in  the  discussion  of 
bronchiolitis,  a short  but  concise  discussion 
of  the  pathophysiology  nicely  highlights  the 
treatment. 

Current  Pediatric  Therapy  provides  the 
physician  an  easily  accessible,  accurate  refer- 
ence in  his  office  practice.  It  would  be  a worth- 
while investment  for  any  pediatrician  or  family 
practitioner. 

James  P.  Blore,  Jr.,  M.D. 
^ « 

THE  ANATOMICAL  BASIS  OF  MEDICAL  PRACTICE 
by  Frederick  Becker,  Ph.D.,  James  W.  Wilson,  Ph.D., 
M.D.,  and  John  A.  Gehweiler,  M.D.,  Williams  & 
Wilkins,  Baltimore,  1971.  907  pp.  Ulus.  Price 

$23.50. 

The  book  appears  to  be  an  attempt  by  the 
authors  to  present  human  anatomy  in  a more 
palatable  form  than  that  which  most  medical 
schools  teach  today.  The  concept  to  make 
anatomy  clinically  useful  is  commendable,  but 
learning  the  subject  remains  a tedious  project. 
Although  it  is  stated  that  the  book  is  not  a 
reference  text  of  anatomy,  the  volume  is  over 
900  pages,  making  it  quite  complete.  The  in- 
novative use  of  x-rays  and  photographs  is  help- 
ful and  well  done. 

The  most  noteworthy  deviation  from  the 
standard  anatomical  text,  however,  is  the  use 
of  nude  female  figures  to  describe  surface 
anatomical  features.  Although  interesting,  it 
seems  to  have  been  somewhat  overdone  if  only 
when  they  attempt  to  emphasize  the  obvious. 

There  were  no  nude  male  figures  which 
would  make  one  question  the  purpose  of  it  all. 

Basically  this  could  become  a good  alterna- 
tive textbook  of  anatomy  if  these  revolution- 
ary approaches  to  describing  anatomy  are 
properly  used. 

Herbert  Heym,  M.D. 

Continued  on  page  201 
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HOXTER  CATERERS 

SINCE  1898 

Serving  Delawareans  Exquisite  Food  and  Service 

Our  banquet  staff  is  available  at  all  times  specializing  in 

WEDDINGS,  BUSINESS  MEETINGS,  COCKTAIL  PARTIES, 
OEEICE  PARTIES.  ALL  OCCASIONS- ANY  NUMBER 


1801  WEST  14th  STREET 
WILMINGTON,  DELAWARE  19806 
655-6018  656-8597 


REHABILITATION  CONSULTANTS,  INC 

AN  OUTPATIENT  REHABILITATION  AND  PHYSICAL  THERAPY 
FACILITY  CONVENIENTLY  LOCATED  IN  BRANDYWINE  HUNDRED 
PROVIDES  THE  PHYSICAL  THERAPY  TREATMENTS 
PRESCRIBED  BY  PHYSICIANS 

All  services  are  performed  under  the  direction  of  a physical  therapist 
supervised  by  a medical  director. 

REHABILITATION  CONSULTANTS,  INC. 

SUITE  100,  HAGLEY  BUILDING 
3411  SILVERSIDE  ROAD 
WILMINGTON,  DELAWARE  19810 

(302)  478-5240 

8:00  A.M.  to  4:00  P.M.  Tuesday,  Thursday 
8:00  A.M.  to  7:30  P.M.  Monday,  Wednesday,  Friday 


BOARD  OR  JURY 


The  Indiana  Legislature  has  just  adopted  a malpractice  bill  which  will 
have  become  law  by  the  time  that  you  read  this. 

It  provides  for  the  traditional  jury  trial  and  generally  maintains  the 
historic  tort-contract  concept  of  medical  malpractice  liability.  By  a unique 
meshing  of  court  and  administrative  body  it  limits  the  amount  of  a mal- 
practice award  to,  in  the  ordinary  case,  100,000. 

Indiana  House  Bill  1460  went  through  a considerable  metamorphosis  from 
early  draft  to  the  Governor’s  desk.  It  started  out  as  a measure  which  would 
take  malpractice  cases  out  of  court  altogether,  relegating  them  to  an  ad- 
ministrative board  similar  to  Workmen’s  Compensation  Commissions.  Five 
questions  of  constitutionality,  combined  wth  reverence  for  the  jury  system 
in  some  quarters  and  other  factors,  caused  the  thing  to  veer  in  the  direction 
of  the  final  product. 

In  its  final  form  as  passed  H.B.  1460  also  provides  for  a compulsory 
screening  panel  whose  deliberations  and  findings  are  admissible  in  evidence 
in  any  later  court  proceedings. 

The  potential  $100,000  award  in  a single  case  is  underwritten  by  mal- 
practice liability  insurance.  For  cases  deemed  “catastrophic,”  however,  an 
additional  award  not  to  exceed  $400,000  is  provided.  A special  fund  for 
such  cases  is  provided  and  financed  by  a 10%  surcharge  on  malpractice 
premiums. 

The  Medical  Society  of  Delaware  has  been  involved  in  the  preparation 
of  a bill  modeled  after  the  earlier  Indiana  version  with  the  board  approach. 
Although  this  form  failed  in  Indiana,  Delaware  is  not  Indiana,  and  it  is 
thought  that  the  non-jury  system  here  would  be  acceptable  if  a board  is 
provided  consisting  only  partially  of  physicians. 
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technology. 
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materials.  That's  because  our  process  is 
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photogravure  printing.  It  wasn't  easy  to  turn 


such  an  exacting  concept  into  a copier 
process,  but  we  did  it— after  eight  years  and 
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One  of  the  most  important  parts  of  any 
copier  is  the  lens.  And  the  Canon  lens  in  the 
NP-70  is  another  reason  why  our  copies 
look  so  much  like  the  originals.  As  every 
camera  pro  knows.  Canon  lenses  are 
unsurpassed  for  image  quality  and  fidelity. 


Of  course,  the  NP-70  is  a lot  more  than  a 
new  technology.  It's  a compact,  table-top 
copier  that  has  far  bigger  ideas  than  other 
plain  paper  copiers. 
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HYPERTENSION  IN  CHILDREN 


Edward  W.  McReynolds,  M.D. 


Chronic  hypertension  is  a complex  problem 
in  pediatrics,  and  its  understanding  demands 
a sophisticated  knowledge  of  the  physiology  of 
the  renal,  endocrine,  cardiovascular,  and  neu- 
ral systems.  In  adult  Caucasian  America,  the 
prevalence  of  hypertension  ranges  from  13  to 
17.5  percent.^  An  even  higher  prevalence, 
estimated  at  from  28  to  36  percent,  exists 
among  black  Americans.  Frequency  of  hyper- 
tension in  blacks  exceeds  that  in  all  other 
ethnic  groups.^ 

The  following  statements  may  be  made  con- 
cerning hypertension  in  adults.  (1)  Essential 
hypertension  is  rare  before  puberty.  (2)  Blood 
pressure  increases  with  age.  (3)  Adult  men 
have  higher  blood  pressures  than  adult  wo- 
men until  age  50.  (4)  A family  history  of 

hypertension  is  an  important  marker  for  an 
increased  risk  of  developing  hypertension. 

Although  most  hypertension  in  adult  pa- 
tients has  no  definable  cause,  hypertension  in 
the  child  is  most  often  attributable  to  a single 
etiological  disease  entity.  The  studies  re- 

Dr.  McReynolds  is  a Major,  USAMC,  serving  in  the  Pediatric 
Clinic,  US  Army  Hospital.  Fort  Campbell,  Kentucky. 


This  paper  is  adapted  from  his  presentation  to  the  Pediatric 
Conference,  Wilmington  Medical  Center. 


quired  for  full  evaluation  of  all  causes  are 
sophisticated  and  require  hospitalization  and, 
many  times,  weeks  of  waiting  for  results  of 
sophisticated  renal  and  endocrine  testing  that, 
if  done  improperly,  may  return  uninterpret- 
able. Therefore,  the  pediatrician  needs  to 
know  when  an  evaluation  is  necessary  and 
which  patients  deserve  extensive  study. 

Diagnosis  of  Hypertension 

Blood  pressure  levels  which  are  clearly  ele- 
vated at  different  ages  have  yet  to  be  well 
established,  but  the  “operational  criteria” 
gleaned  by  Lieberman  using  the  data  of  Moss 
and  Adams,  Londe,  Loggie,  and  Long  and  as- 
sociates are  applicable.® 

The  technique,  cuff  sizes,  and  conditions 
of  measurement  of  blood  pressure  (supine  and 
at  rest)  are  known  to  all  well-trained  pedia- 
tricians. It  is  important  to  record  blood  pres- 
sures on  all  age  groups  and  to  insist  on  eleva- 
tions on  at  least  three  separate  occasions  (un- 
less there  are  significant  other  clues)  to  make 
the  diagnosis  of  chronic  hypertension. 

Once  it  is  established  that  hypertension  is 
present,  the  first  step,  as  in  all  clinical  prob- 
lems, is  a careful  history — one  that  searches 
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TABLE  1 

LIKELY  ETIOLOGIES 
According  to  Age  of  Onset  of 
Diastolic  Hypertension 


AGE  I UNDER  5 YEARS 

• Likely 

Adrenogenital  syndrome 
or  other  adrenal  disease 
(Tumor,  etc.) 

• Possible 

Renal  parenchymal 
disease 

• Unlikely 
Pheochromocytoma, 
primary  aldosteronism, 
essential  hypertension 


5-20  YEARS 


• Likely 

Renal  arterial  disease, 
renal  parenchymal  disease, 
aortic  coarctation 

® Possible 

Hyperdynamic  circulation 

• Unlikely 
Pheochromocytoma, 
hyperaldosterPnism, 
essential  hypertension 


ilSl’ 


for  symptoms  of  urinary  tract  infections,  neph- 
ritis, pheochromocytoma,  hyperdynamic  cir- 
culation, and  a family  history  of  hypertension. 
The  next  step  is  physical  examination,  looking 
not  only  for  possible  causes  of  the  hyper- 
tension, but  also  for  evidence  of  vascular  com- 
plications. Abnormalities  on  physical  examin- 
ation may  be  florid,  such  as  congestive  heart 
failure  or  retinopathy,  or  they  may  be  very 
subtle,  such  as  weakness  from  hypokalemia, 
cafe  au  lait  marks,  etc.  Remember  that  the 
diagnosis  of  coarctation  of  the  aorta  is  nearly 
always  made  by  physical  examination.  In  ad- 
dition, one  must  look  for  abdominal  bruits, 
enlarged  kidneys,  and  flank  tenderness.  When 
looking  for  a hyperdynamic  circulation,  look 
for  a quick,  unsustained  cardiac  impulse  with 
a tapping  quality,  a rapid  heart  rate,  and  a 
pulse  with  a quick  upstroke.'^ 

Examination  of  the  fundi  not  only  gives  di- 
rect information  about  arteriolar  disease  but 
also  correlates  well  with  the  overall  severity  of 
vascular  disease  and  its  prognosis.®  Retino- 
pathy should  be  photographed  if  possible  to 
prevent  confusion  from  different  clinical  grad- 
ings by  different  observers.  Before  ordering 
laboratory  tests,  it  is  well  to  know  the  likely 
diagnostic  considerations  according  to  the  age 
of  onset  of  the  hypertension  since  most  hyper- 
tensive children  will  not  have  abnormalities  on 
physical  examination  that  suggest  a cause  for 
the  hypertension.  (Table  1)®  Only  if  blood 
pressures  are  regularly  recorded  will  the  age 
of  onset  be  documented,  however. 


The  first  laboratory  tests  should  concern 
renal  causes.  Most  hypertensive  pediatric  pa- 
tients will  have  renal  parenchymal  or  reno- 
vascular disease.®  Serum  creatinine,  urin- 
alysis, and  intravenous  pyelography  are  used 
to  determine  the  presence  of  renal  disease. 
Serum  potassium,  sodium,  chloride,  and  bicar- 
bonate measurements  should  be  done  to  detect 
mineralocorticoid  excess,  and  chest  x-ray  and 
electrocardiogram  for  studying  the  extent  of 
vascular  disease  and  aiding  in  the  diagnosis 
of  aortic  coarctation.  All  these  should  be  done 
to  direct  the  work-up  to  appropriate  special- 
ized testing. 

Nothing  is  more  boring  or  more  quickly 
kills  a physician’s  interest  than  a cookbook 
approach  to  any  problem.  When  one  has  in 
mind  the  physiological  abnormalities  that 
characterize  hypertensive  diseases,  the  sine 
qua  non  for  successful  diagnosis  and  therapy — 
an  interested  physician  and  a willing  patient — 
is  more  likely  to  be  met. 

Pathophysiology  of  Hypertension 

Hypertension  results  from  a deranged  rela- 
tionship between  cardiac  output  and  periph- 
eral resistance.  The  relationship  may  be 
simply  stated  MAP=CO  x TPR  (Mean  Ar- 
terial Pressure=Cardiac  Output  times  Total 
Peripheral  Resistance).  Blood  pressure  may, 
therefore,  be  high  if  cardiac  output  increases 
without  a fall  in  peripheral  resistance  or,  con- 
versely, if  peripheral  resistance  increases  and 
cardiac  output  fails  to  decrease.  The  height 
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FIGURE  1 

PHYSIOLOGICAL  CONTROL 
OF  BLOOD  PRESSURE 


of  the  systolic  rise  is  influenced  by  the  force 
of  contraction  and  by  the  degree  of  aortic 
elasticity.  The  level  to  which  pressure  falls 
is  a measure  of  resistance  to  outflow  (periph- 
eral resistance).  The  factors  that  determine 
cardiac  output  and  peripheral  resistance  are 
the  same  factors  affecting  extracellular  fluid 
volume  homeostasis,  thus  emphasizing  the  im- 
portance of  volume  in  blood  pressure  control.'^ 

The  heart  plays  a role  in  hypertension 
through  high  output  and  increased  rate  and 
force  of  left  ventricular  ejection.  Neural  fac- 
tors directly  influence  peripheral  resistance 
and  heart  function.  Extracellular  fluid  volume 
is  important  because  it  fills  and  surrounds  the 
determinant  of  peripheral  resistance,  the  blood 
vessels. 

Changes  in  cardiac  output,  peripheral  resist- 
ance, or  blood  volume  may  be  misleading, 
however,  unless  considered  in  terms  of  a sys- 
tems analysis.  Most  experimenters  agree  that 
the  crucial  element  that  sets  the  eventual  equi- 
librium level  of  blood  pressure  is  fluid  and 
sodium  retention  by  the  kidney.  It  is  difficult 


to  demonstrate,  but  this  is  perhaps  because  the 
change  is  so  slow  and  subtle.  The  retention 
of  one  milliequivalent  of  sodium  per  month 
would  result  in  one  liter  of  excess  body  water 
in  a ten-year  period  of  time. 

In  1898,  Tigerstedt  and  Bergman  first  noted 
that  an  injection  of  crude  renal  extract  re- 
sulted in  hypertension  in  dogs.®  They  called 
this  extract  “renin.”  The  significance  of  the 
later  experiments  by  Goldblatt  in  1934®  and 
Butler’s  successful  cure  of  hypertension  by 
nephrectomy  in  1937,  followed  by  the  dis- 
covery and  biochemical  elucidation  of  the 
renin-angiotensin  system  by  numerous  investi- 
gators, made  it  clear  that  the  kidney  could  be 
responsible  for  producing  a pressor  substance 
that  was  etiologically  related  to  some  hyper- 
tensive diseases.  Even  in  renovascular  hyper- 
tension, however,  renin  may  only  be  an  accel- 
erating factor  leading  to  a change  in  sodium 
balance  resulting  in  maintenance  of  the  hyper- 
tensive state.^® 

A protective  effect  of  normal  kidney  tissue 
has  been  repeatedly  demonstrated  in  various 
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FIGURE  2 

PATHOGENETIC  MECHANISMS 
IN  SUSTAINED  HYPERTENSION 


hypertensive  states  leading  to  the  idea  that 
a vasodepressor  substance  may  be  produced  by 
the  kidney.  Grollman  presented  this  theory 
in  1954  based  on  his  experience  with  reno- 
prival  hypertension.  There  have  been  numer- 
ous biochemical  substances  isolated  from  renal 
tissue  that  possess  the  physiological  potential 
to  be  a renal  vasodepressor.  The  renal  prosta- 
glandins,^^ the  Idnins,^^  and  the  neutral  lipid 
substance  of  Muirhead^^  are  the  most  likely 
candidates  at  the  present. 

Because  of  the  renal-body  fluid  mechanism’s 
ability  to  return  altered  blood  pressure  to 
normal,  it  is  assumed  that  hypertension  rep- 
resents a defect  in  this  mechanism.  The  body 
possesses  a tremendously  sensitive  and  efficient 
control  for  blood  pressure  with  multiple  mech- 
anisms for  immediate  adjustment  to  the  hemo- 
static level  should  the  need  arise  for  an  eleva- 
tion, as  in  stress  or  exercise,  or  a depression,  as 
in  hypovolemia.  (Figure  1)  Various  patho- 
genetic mechanisms  may  be  involved  in  the 
etiology  of  sustained  hypertension.  (Figure  2) 


Any  part  of  the  control  system  functioning  out 
of  concert  with  the  other  components  will  re- 
sult in  excess  sodium  and  water  retention  and 
eventually  in  hypertension,  eg,  the  carotid 
sinus  in  the  atherosclerosis  of  aging,  the  an- 
terior pituitary  in  Cushing’s  disease,  the  ad- 
renal in  Cushing’s  syndrome,  and  in  17-hy- 
droxylase deficiency  (Biglieri’s  disease),  and 
the  kidney  in  renovascular  or  renal  paren- 
chymal disease. 

Diagnosis  of  the  Etiology  of  Hypertension 
Other  Than  Coarctation  of  the  Aorta 

Diagnostic  studies  must  always  be  guided  by 
the  findings  of  the  history,  physical,  and 
screening  laboratory  studies  already  alluded 
to.  Most  always  there  is  some  suggestion  of 
an  etiology  in  this  data  base,  if  carefully  ac- 
quired. Over  50%  of  childhood  hypertension 
is  renal  in  etiology.  Abnormalities  on  the  in- 
travenous urogram,  a history  of  renal  disease, 
or  laboratory  evidence  of  renal  disease  suggest 
renal  biopsy  as  the  next  logical  step.  If  the 
patient  has  an  abdominal  bruit  or  delayed 


184 


April,  1975 


Hypertension  in  Children — McReynolds 


excretion  on  the  urogram,  renal  arteriography 
and  renal  vein  renin  sampling  should  be  done. 
If  there  is  a history  of  urinary  tract  infection 
or  enuresis  or  an  abnormal  voiding  stream,  a 
voiding  cystourethrogram  may  be  revealing. 

In  the  patient  who  is  hypertensive  without 
positive  findings,  it  is  helpful  to  know  the  age 
of  onset  of  the  hypertension.  Of  course,  if  the 
blood  pressures  are  not  taken,  one  cannot 
know  the  age  of  onset.  In  general,  however, 
in  this  group  of  patients  the  first  diagnoses  to 
rule  out  are  those  which  are  easiest  to  diag- 
nose— adrenal  cortical  disease  or  pheochromo- 
cytoma. 

The  pediatric  patient  with  adrenal  hyper- 
tension is  generally  under  five  years  of  age 
and  may  or  may  not  bear  the  stigmata  of  geni- 
tal enlargement  or  ambiguity  or  sexual  pre- 
cocity. In  the  11-hydroxylase  enzyme  de- 
ficiency syndrome  there  is  an  elevation  of 
plasma  desoxy corticosterone  (DOCA),  and  an 
increased  urinary  excretion  of  THS  and 
THDOC.  In  the  17-hydroxylase  syndrome 
there  are  usually  infantilism  and  occasionally 
growth  delay  with  an  elevation  of  plasma 
progesterone,  DOCA,  corticosterone,  and  al- 
dosterone and  increased  urinary  excretion  of 
THDOC.  Cushing’s  syndrome  almost  always 
is  associated  with  abnormal  physical  findings 
and  is  best  diagnosed  by  urine  17-hydroxy- 
corticoid  and  plasma  17-dehydroxycorticoid 
levels  before  and  after  low-  and  high-dose 
dexamethasone  suppression  as  suggested  by 
Liddle.^^  If  possible,  the  patient  should  be 
off  all  medications  during  testing.  Not  only 
do  these  interfere  with  colorimetric  determina- 
tion but  some,  eg,  diphenylhydantoin,  rapidly 
inactive  dexamethasone. 

Pheochromocytoma  is  best  diagnosed  using 
urinary  metanephrine-normetanephrine  (MN- 
NMN)  levels.  The  spot-urine  MN-NMN  as- 
say is  adequate  to  diagnose  98%  of  patients 
with  pheochromocytoma,  but  occasional  false 
positives  make  it  mandatory  to  confirm  the 
diagnosis  by  measurement  of  free  norepineph- 
rine and  normetanephrine  plus  metanephrine 
in  24-hour  urine.^®  Pharmacologic  tests  are 
of  no  value. 


To  be  called  “primary,”  mineralocorticoid 
excess  with  hypertension  must  be  shown  to  be 
associated  with  suppression  of  renin-angioten- 
sin in  the  unstimulated  (upright  and  salt  de- 
pleted) state.^'  In  addition,  the  mineralo- 
corticoid involved  should  be  identified  for  more 
exact  diagnosis,  eg,  primary  aldosteronism  or 
“low  renin-essential  hypertension.”  When  re- 
nin levels  are  high,  the  mineralocorticoid  ex- 
cess is  said  to  be  secondary  and  the  particular 
etiology — renovascular  hypertension,  acceler- 
ated (malignant)  hypertension,  salt-wasting 
renal  disease — must  be  sought.  Evidence  of 
mineralocorticoid  excess  with  low  renin  and 
aldosterone  levels  occurs  in  licorice  ingestion, 
overdosages  of  DOCA,  or  other  mineralocor- 
ticoid, or  Liddle’s  disease.  If  one  diagnoses  a 
primary  syndrome,  he  must  then  try  to  diag- 
nose preoperatively  the  type  of  adrenal  path- 
ology (adenoma,  micronodular  hyperplasia,  or 
carcinoma)  by  adrenal  venography,  adrenal 
vein  sampling,  or  adrenal  isotope  scanning. 

Should  exhaustive  studies  not  reveal  the 
etiology  of  the  hyper  tension,  one  should  not  be 
loathe  to  diagnose  essential  hypertension  in 
the  child.  Sigh  and  Page  found  eight  to  22 
patients  under  23  years  of  age  had  this  diag- 
nosis,^ and  Loggie  similarly  considered  that 
nine  of  40  patients  two  and  a half  to  20  years 
of  age  had  essential  hypertension.^ 

Treatment  of  Childhood  Hypertension 

Treatment  of  asymptomatic  hypertension 
in  adult  patients  probably  prevents  the  dele- 
terious effects  of  high  blood  pressure  of  the 
arterial  vascular  system.  Data  demonstrating 
this  fact  in  treating  children  are  lacking,  but 
it  is  likely  that  treatment  is  indicated. 

The  optimal  approach  to  childhood  hyper- 
tension includes  an  avoidance  of  chemical 
agents  known  to  accelerate  hypertension,  eg, 
sympathomimetics,  licorice,  steroids,  and  oral 
contraceptives;  weight  reduction  if  the  patient 
is  overweight;  restriction  of  salt  to  2 grams  per 
day  (essentially  a “no  added  salt”  diet  with 
or  without  the  use  of  oral  diuretics);  and  the 
use  of  antihypertensives.  Monitoring  and  pre- 
vention of  side  effects,  idiosyncratic  effects, 
and  toxic  effects  of  drugs  are  mandatory. ^ 
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CYTOMEGALIC  INCLUSION  DISEASE  AND 
HERPES  SIMPLEX  INFECTIONS 


Cytomegalic  inclusion  disease  and  herpes  sim- 
plex infections  have  always  been  of  interest.  In 
recent  years,  both  have  received  increased  atten- 
tion because  of  the  effect  of  infection  by  these 
organisms  acquired  in  utero  or  in  the  newborn 
period. 

This  paper  discusses  acquired  and  congenital 
forms  of  both  cytomegalic  inclusion  disease  and 
herpes  simplex  infections  with  an  emphasis  on  the 
congenital  forms  of  the  two  diseases. 


Sidney  J.  Sussman,  M.D. 


CYTOMEGALIC  INCLUSION  DISEASE 
Acquired  Disease 
General  Discussion 

Cytomegaloviruses  are  members  of  the  her- 
pes virus  family.  The  organisms  are  spread 
to  humans  via  contamination  by  blood  trans- 
fusions, urine,  saliva,  and  possibly  sexual  con- 
tact.’^'® In  newborns,  an  “exit”  infection  may 
be  acquired  during  passage  through  an  in- 
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This  paper  was  adapted  from  a presentation  to  the  Department 
of  Pediatrics  at  the  Wilmington  Medical  Center. 


fected  cervix.  In  postnatal  life,  the  newborn 
may  acquire  the  organism  by  ingestion  of  in- 
fected breast  milk,  contact  with  infected  urine, 
or  saliva,  or  through  blood  transfusion.^  The 
oral  cavity,  genital  tract, ^ or  blood  stream  may 
be  the  portal  of  entry. 

Cytomegalic  inclusion  disease  is  a common 
infection.  Eventually,  most  individuals  be- 
come infected,®  the  peak  incidence  occurring 
in  early  infancy^  and  between  the  ages  of  16 
and  25  years.  The  carrier  rate  in  healthy 
blood  donors  is  between  5 and  12%. ® The  in- 
cubation period  of  the  disease  acquired 
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through  transfusions  is  two  to  four  weeks.  In 
newborns  who  acquire  the  disease  around  the 
time  of  birth,  the  incubation  period  is  30  to 
60  days.® 

Clinical  Considerations 

Most  post  neonatal  individuals  are  totally 
asymptomatic  when  infected.  When  clinically 
expressed,  the  patient  may  have  a rash,  hepa- 
tomegaly secondary  to  hepatitis,  splenomegaly 
from  an  infectious  mononucleosis-like  syn- 
drome and  fever.  Other  less  certain  findings 
that  have  been  attributed  to  the  acquired  dis- 
ease include  an  auto-immune  hemolytic  ane- 
mia, ulcerations  of  the  gastrointestinal  tract, 
myocarditis,  pericarditis,  pneumonitis,  certain 
polyneuropathies  and  Menetrier’s  disease  of 
childhood.^ 

The  most  common  diseases  entertained  in 
the  differential  diagnosis  include  infectious  or 
serum  hepatitis  and  infectious  mononucleosis. 
Hemolytic  anemia,  various  pneumonias,  and 
cardiac  diseases  should  be  included  to  round 
out  the  considerations.  The  organism  may 
be  intermittently  excreted  in  urine  and  saliva 
for  four  years.^  ° After  that,  it  usually  disap- 
pears. Isolation  of  the  virus  from  urine  or 
saliva  and  a fourfold  rise  in  complement-fixing 
antibodies  will  confirm  the  diagnosis.  Inter- 
feron, floxuridine,  and  idoxuridine  have  been 
used  as  therapeutic  agents,  but  the  results  to 
date  are  not  convincing.  The  prognosis  is 
really  not  known,  but  most  authorities  feel 
that  it  is  excellent  unless  the  patient  has  an 
immune  defect,  in  which  case  the  disease  can 
be  life-threatening.  Following  a primary  in- 
fection, latency  can  develop  and  an  infection 
can  be  reactivated  by  pregnancy,  immuno- 
suppressive drugs,  or  a reinfection.^  There 
are  no  vaccines  nor  control  measures  to  pre- 
vent the  disease. 

Congenital  Disease 
General  Discussion 

Up  to  two  percent  of  pregnant  women  have 
positive  cervical  cultures  in  the  first  trimester, 
and  this  rises  to  4.5^°  to  28%“  by  the  third 
trimester.  For  unknown  reasons,  pregnancy 
reactivates  a latent  organism.  Pregnant  pa- 
tients, when  infected,  are  generally  asympto- 


matic. An  infected  mother  who  gives  birth  to 
an  infected  infant  tends  to  be  quite  young. 
The  organism  is  transmitted  across  the  pla- 
centa,and  the  incidence  of  the  newborn  in- 
fection is  1%.“  This  makes  cytomegalic  in- 
clusion disease  the  most  common  intrauterine 
infection.  The  congenital  disease  is  thought 
to  be  a primary  infection  usually  acquired  in 
the  first  trimester;  however,  intrauterine  infec- 
tion has  developed  during  the  course  of  a ma- 
ternal infection  in  the  second  or  third  trimes- 
ter.14,15  There  are  very  limited  data,  but  cur- 
rent information  suggests  that  the  earlier  the 
maternal  infection,  the  more  extensive  the 
fetal  infection.  An  infected  baby  may  be 
asymptomatic  with  viuria  or  show  multisys- 
tem involvement  or  focal  lesions.^ 

Clinical  Considerations 

Most  newborns  are  totally  asymptomatic 
when  infected however,  when  the  disease 
is  clinically  expressed,  the  newborn  may  have 
hepatosplenomegaly,  jaundice,  petechiae,  mi- 
crocephaly, cerebral  calcifications,  and  chorio- 
retinitis and  may  fail  to  thrive.^  Late  mani- 
festations of  the  disease  include  deafness  and 
minor  retardation. Congenital  cytomegalic 
inclusion  disease  is  similar  to  a number  of 
other  intrauterine  infections  that  can  be  re- 
membered by  the  use  of  the  mnemonic 
TORCH.  This  stands  for  toxoplasmosis,  other 
(listeria  monocytogenes,  treponema  pallidum, 
and  coxsackie),  rubella,  cytomegalic  inclusion 
disease,  and  herpes  simplex. 

Infected  newborn  infants  intermittently  ex- 
crete abnormal  epithelial  cells  in  the  urine. 
This  has  been  frequently  used  to  confirm  the 
diagnosis,  but  a word  of  caution  is  necessary. 
Because  of  the  intermittent  excretion  of  these 
cells,  a negative  result  does  not  rule  out  the 
diagnosis.  In  addition,  adenoviruses  can  pro- 
duce the  same  epithelial  cells.  In  infected 
newborns,  the  virus  is  excreted  in  the  urine 
for  two  years  or  possibly  longer,  and  this  serves 
as  an  excellent  source  for  recovery  of  the  or- 
ganism. An  intrauterine  infection  may  be  as- 
sociated with  an  elevated  IgM  that  can  persist 
through  the  first  year  of  life.  Despite  the  fact 
that  intrauterine  infections  stimulate  the  de- 
velopment of  IgM,  some  infected  newborns 
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have  had  normal  IgM  levels.  With  an  elevated 
IgM,  an  analysis  of  blood  for  complement- 
fixing IgM  antibodies  is  an  excellent  method 
for  confirming  the  diagnosis.^®  A skull  x-ray 
may  show  calcium  deposits.  Unfortunately, 
calcium  deposits  occur  in  other  neonatal  prob- 
lems such  as  toxoplasmosis,  tuber  sclerosis, 
and  healed  subdural  and  intracerebral  hemor- 
rhages. 

Gamma  globulin,  deoxyuridine,  floxuridine, 
and  cytosine  arabinoside  have  been  used  thera- 
peutically, but  once  again,  the  results  have  not 
been  convincing.  Death  is  possible  if  severely 
involved  at  birth.  If  a baby  is  asymptomatic 
at  birth,  there  is  an  80%  chance  of  being  well 
at  the  age  of  two  years.  Late  manifestations 
in  asymptomatic  infected  newborns  include 
sensorineural  hearing  deficits  and  minor  re- 
tardation.^ If  a symptomatic  newborn  sur- 
vives, then  there  is  a 75%  chance  that  the 
child  will  eventually  have  central  nervous  sys- 
tem sequelae.  Active  infection  may  persist 
into  the  eighth  year  of  life  despite  the  presence 
of  complement-fixing  and  in  some  cases,  neu- 
tralizing antibodies. 

It  is  extremely  difficult  to  prevent  the  intra- 
uterine infection  because  most  pregnant  wo- 
men are  asymptomatic  throughout  gestation. 
However,  if  one  suspects  clinical  disease,  es- 
pecially in  the  first  trimester,  an  amniocentesis 
should  be  done,  and  if  the  virus  is  recovered, 
a therapeutic  abortion  considered.  The  true 
severity  of  the  “exit”  infection  is  yet  to  be 
identified,  and  therefore  recovery  of  the  virus 
from  the  cervix  is  not  an  indication  for  a 
cesarean  section. 

HERPES  SIMPLEX  INFECTIONS 
Acquired  Disease 
General  Discussion 

Marked  advances  have  been  made  since  it 
has  been  shown  that  there  are  two  types  of 
herpes  simplex  viruses  capable  of  producing 
disease  in  man.-*^  While  each  has  its  own  clin- 
ical features,  there  are  many  similarities  be- 
tween Herpes  Simplex  Type  I and  Type  II 
infections.  Herpes  Simplex  Type  1 organ- 
isms are  most  commonly  transmitted  non- 
venereally,^’  primarily  via  contact  with  in- 


fected saliva.  It  has  been  transmitted  by  kiss- 
ing and  also  during  wrestling,  but  in  the  latter 
instance,  the  exact  mechanism  is  unknown. 
For  Herpes  Simplex  Type  II,  the  transmis- 
sion is  primarily  via  the  genital  route  during 
sexual  contact.^^  For  Type  I organisms,  the 
primary  infection  is  common  before  the  age 
of  five  years,  while  primary  Type  II  infections 
occur  after  the  age  of  fourteen  years.  Fre- 
quent occurrence  of  the  latter  after  fourteen 
years  is  probably  the  result  of  venereal  con- 
tact in  teenagers  and  adults.  The  incubation 
period  for  both  types  is  two  to  twenty  days 
with  an  average  of  six  days  in  most  infections. 
Herpes  Simplex  Type  I is  the  most  common 
cause  of  non-epidemic  meningoencephalitis,  an 
important  aspect  of  herpes  simplex  infections.^^ 

Clinical  Considerations 

Type  I infections  are  frequently  subclinical. 
However,  in  clinical  cases,  one  may  see  gingi- 
vostomatitis, herpes  labialis  (lips),  conjuncti- 
vitis, keratitis,  iridocyclitis,  dermatitis  above 
the  waist,  on  hands  and  arms,  paronychia, 
herpes  gladiatorum,  eczema  herpeticum  (Ka- 
posi’s varicelliform  eruption),  complicating 
burns,  encephalitis,  and  generalized  disease  in 
visceral  organs  and  latent  in  sensory  ganglia.-® 
Occasionally,  Herpes  Simplex  Type  I produces 
infections  usually  seen  in  Type  II  infections. 
These  include  urogenital  infections,  derma- 
titis below  the  waist,  and  the  newborn-type 
infection.  Among  the  above,  gingivostomatitis 
is  the  most  common  clinical  expression  of  Type 
I infections. 

In  Herpes  Simplex  Type  II  infections,  the 
disease  may  also  be  subclinical.  However, 
when  clinically  expressed  the  patient  may  have 
an  urogenital  infection,  aseptic  meningitis,  der- 
matitis below  the  waist,  on  the  hands  and 
arms,  generalized  disease  in  visceral  organs, 
and  the  newborn-type  infection.^®  On  occasion. 
Type  II  infections  can  produce  disease  most 
commonly  attributed  to  Type  I organisms. 
These  include  gingivostomatitis,  dermatitis 
above  the  waist,  and  encephalitis.  Of  the 
above,  urogenital  infections  are  probably  the 
most  common  Tj'^pe  II  infections. 

For  the  most  part,  the  infection  is  usually 
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limited  to  one  organ  except  in  generalized  dis- 
ease in  visceral  organs  and  the  newborn-type 
infection.  There  have  been  reports  of  simul- 
taneous aseptic  meningitis  and  urogenital  in- 
fections. 

One  of  the  more  interesting  aspects  of  herpes 
simplex  infections  involves  recurrences  which 
develop  in  both  Type  I and  Type  II  infec- 
tions.2°  In  Type  I,  the  recurrences  are  usually 
less  severe  than  the  original  infection  and  are 
generally  expressed  as  herpes  labialis,  keratitis, 
or  dermatitis.  In  Type  II  infections,  the  re- 
currences are  likewise  less  severe  and  generally 
expressed  as  urogenital  infections.  The  dif- 
ferential diagnosis  is  similar  for  both  Types  I 
and  II  . The  list  is  rather  long  because  of  the 
wide  variety  of  manifestations  that  result  from 
infections  of  both  viruses.  The  differential 
diagnoses  include  impetigo,  aphthous  ulcers, 
herpangina,  thrush,  diaper  dermatitis,  allergic 
reactions  with  bullae,  Stevens- Johnson’s  Syn- 
drome, herpes  zoster,  causes  of  keratitis  en- 
cephalitis, meningitis,  syphilis,  and  chancroid. 

The  same  laboratory  procedures  can  be  used 
to  confirm  the  diagnosis  of  both  types.  Scrap- 
ings can  be  taken  from  vesicular  lesions  for 
identification  of  intranuclear  inclusions  and 
multinuclear  giant  cells.  Herpes  virus  can  be 
isolated  from  vesicular  fiuid.  In  the  Type  I 
central  nervous  system  infection,  the  virus  is 
rarely  isolated  from  cerebral  spinal  fluid.  This 
is  in  contrast  to  the  Type  II  central  nervous 
system  infection  where  the  virus  is  more  easily 
recovered.  In  central  nervous  system  infec- 
tions, a brain  biopsy  can  be  done  in  select 
cases  for  histology  and  viral  isolation.^^  Finally, 
one  can  demonstrate  a fourfold  rise  in  neutral- 
izing antibodies. 

Idoxuridine  is  effective  in  keratitis.  It  has 
been  used  in  encephalitis^^  and  the  generalized 
disease,  but  the  results  are  inconclusive.  Photo- 
dynamic inactivation  of  virus  has  been  used  in 
herpes  labialis  (lips)  and  urogenital  infections 
on  the  labia,  but  the  experience  is  too  limited 
to  draw  firm  conclusions.  In  Type  I infections, 
the  prognosis  is  excellent  except  for  the  45% 
fatality  rate  in  encephalitis.  In  addition,  the 
Type  I infection  is  more  severe  in  patients 
with  decreased  immunity,  malnutrition,  ec- 


zema, burns,  and  certain  tumors,  particularly 
lymphomas.  In  Type  II  infections,  the  prog- 
nosis is  likewise  excellent,  except  in  the  new- 
bom-type  infection  and  the  generalized  disease 
seen  in  visceral  organs.  Type  I and  Type  II 
infections  are  fascinating  in  that  the  virus  re- 
mains latent  and  infections  can  recur  in  the 
face  of  neutralizing  and  complement-fixing 
antibodies."® 

NEONATAL  CONGENITAL  HERPES 
SIMPLEX  INFECTION 
General  Discussion 

Herpes  Simplex  Type  IP®  usually  produces 
the  neonatal  infection;  however,  it  has  oc- 
casionally been  caused  by  Type  I organ- 
isms.^®'“'^>^®  The  newborn  infant  usually  ac- 
quires the  virus  from  maternal  genital  tract 
secretions  during  the  last  six  weeks  of  gesta- 
tion, during  descent  in  an  infected  birth  canal 
(“exit”  infection),  and  transplacentally-®  in 
early  gestation.  The  latter  is  considered  an 
infrequent  mode  of  transmission,  but  it  has 
occurred.®®’®^ 

One  percent  of  pregnant  patients  from  low 
socio-economic  areas  have  herpes  organisms  on 
the  cervix  or  in  the  vagina  as  compared  to 
0.02  to  0.1%  of  patients  seen  in  private  prac- 
tice. The  incidence  of  the  maternal  infec- 
tion increases  during  pregnancy  with  66%  of 
maternal  infections  being  totally  asymptoma- 
tic and  33%  being  symptomatic.  The  ma- 
jority of  those  who  are  symptomatic  have  cer- 
vical, vaginal,  or  labial  infections. 

The  exact  incidence  of  the  newborn-type  in- 
fection is  not  known.  If  based  on  clinical 
manifestations  only,  the  disease  would  be  con- 
sidered rare;  it  is  estimated  to  occur  once  in 
7,500  deliveries.  There  is  a 10%  risk  of  a neo- 
natal infection  if  the  pregnant  mother  has 
cytologic,  serologic,  or  clinical  evidence  of  a 
herpes  infection  after  32  weeks  of  gestation; 
this  rises  to  40%  if  the  pregnant  patient  has 
an  infection  at  term,  unless  delivered  by  ce- 
sarean section  before  or  within  four  hours  of 
ruptured  membranes.®-  Abortion  may  occur 
if  the  infection  is  contracted  in  utero  in  the 
first  twenty  weeks  of  gestation.®®  If  acquired 
after  twenty  weeks  of  gestation,  prematurity 
may  be  the  outcome.®®  Premature  babies  seem 
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to  be  four  to  five  times  more  susceptible  to 
infection  than  full-term  infants.^^ 

Clinical  Considerations 

The  newborn  infant  may  be  asymptomatic. 
However,  when  clinically  expressed,  the  in- 
fant may  have  generalized  involvement  with 
a macular,  progressing  to  papulo-vesicular, 
rash,  microcephaly,  microphthalmia,  hepato- 
megaly, hepatoadrenal  necrosis,  intracranial 
calcifications,  chorioretinitis,  conjunctivitis, 
keratitis,  disseminated  intravascular  coagula- 
tion, or  hypoglycemia.^^  There  may  be  a lo- 
calized form  with  late  central  nervous  system 
sequelae.  The  vesicular  rash  tends  to  be  re- 
current, often  lasting  beyond  one  year  of  age.^^ 
Lesions  are  usually  hypo-pigmented  when 
healed.  The  entities  alluded  to  in  the  mne- 
monic TORCH,  plus  varicella,  herpes  zoster, 
and  bacterial  skin  infections  should  be  con- 
sidered in  the  differential  diagnoses.  Cells 
from  lesions  will  show  intranuclear  inclusions 
and  multinucleated  giant  cells.  The  virus 
may  be  isolated  from  the  skin  rash  and  oc- 
casionally from  blood,  feces,  urine,  and/or 
cerebral  spinal  fluid.  An  increased  IgM,  which 
indicates  an  intrauterine  infection,  can  remain 
elevated  for  six  months  or  longer.  IgM  com- 
plement-fixing antibodies  may  be  identified, 
and  there  may  be  a fourfold  rise  in  neutralizing 
antibodies.  Idoxuridine  and  cytosine  arabino- 
side  have  been  tried,  but  success  has  been  in- 
conclusive. Antimicrobial  drugs  should  be 
given  if  skin  lesions  become  secondarily  in- 
fected. Heparin  should  be  administered  if  the 
patient  develops  disseminated  intravascular 
coagulation.^®  Death  is  common  in  the  gen- 
eralized disease.  The  premature  infant  with 
an  infection  has  as  good  a chance  of  survival 
as  the  infected  full-term  infant,  but  the  in- 
cidence of  the  central  nervous  system  sequelae 
is  higher  in  the  former.  The  prognosis  is  gen- 
erally better  if  the  newborn  has  localized  dis- 
ease; but,  if-  localized  in  the  central  nervous 
system,  the  patient  can  die  or  show  neurologic 
sequelae  later.  The  neurologic  sequelae  in- 
clude microcephaly,  porencephalic  cyst,  hydro- 
cephalus,  cerebral  palsy,  or  psycho-motor  re- 
tardation. In  the  newborn  with  localized  skin 
disease,  one  may  find  psycho-motor  retarda- 


tion and  chorioretinitis  later.  In  the  newborn 
with  localized  eye  infection,  corneal  scars, 
chorioretinitis,  blindness,  and  cataracts  may 
be  seen  later.  The  fate  of  the  asymptomatic 
infection  is  unknown. 

Men  with  penile  lesions  should  avoid  in- 
tercourse with  pregnant  women  especially  dur- 
ing the  third  trimester  of  pregnancy If  a 
pregnant  mother  is  infected  in  the  last  four 
weeks  of  gestation  or  a herpes  virus  is  found 
in  amniotic  fluid  from  an  amniocentesis,  then 
a cesarean  section  should  be  considered  prior 
to  ruptured  membranes.®^ 
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GROUP  vs  SOLO  PRACTICE 

Although  several  group  practices  had  ap- 
peared before  the  first  World  War,  it  was  not 
until  after  the  second  great  conflict  that  the 
number  of  groups  greatly  increased.  Begin- 
ning in  the  early  1950’s  group  size  was  in- 
creased through  the  addition  of  physicians 
with  subspecialty  training,  thereby  presenting 
a facility  able  to  render  total  patient  care. 
The  majority  of  these  groups  have  been  suc- 
cessful, and  many  have  earned  excellent  repu- 
tations. Many  physicians  and  laymen  believe 
that  group  practice  offers  the  most  efficient  and 
comprehensive  method  of  health  care  delivery 
and  one  that  is  medically  the  most  beneficial 
for  the  patient. 

These  remarks  refer  to  large  multispecialty 
groups  and  do  not  apply  to  either  small  sub- 
specialty or  multispecialty  groups,  for  instance, 
where  physicians  number  less  than  ten. 

Having  worked  two  years  in  an  excellent 
sixty-man  multispecialty  group  before  begin- 
ning a solo  internal  medicine  practice,  I feel 
I am  able  to  compare  the  two  forms  of  private 
practice.  I shall  attempt  to  remain  fair  and 
objective,  emphasizing  generally  unrecognized 
differences.  Admittedly,  my  experience  was 
limited  to  only  one  large  group  practice. 

Group  practice  has  obvious  benefits  for  the 
physician;  little  if  any  concern  about  the 
business-bookkeeping  end  of  the  practice;  the 
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rapid  development  of  practice,  especially  in  a 
subspecialty  interest;  usually  no  initial  finan- 
cial investment;  the  enriching  close  associa- 
tion with  other  competent  physicians  (al- 
though sometimes  a handicap  because  one  is 
restricted  in  the  selection  of  consultants — 
most  groups  refer  only  within  their  own 
group);  the  opportunity  for  sabbatical  train- 
ing, essentially  impossible  for  the  solo  physi- 
cian; longer  vacations  and  more  time  for  meet- 
ing attendance.  There  is  an  immediate  satis- 
faction in  belonging  to  a well  respected  group 
much  like  one  would  experience  in  joining  any 
quality  organization.  However,  a similar  satis- 
faction develops  gradually  in  solo  practice  as 
one  assumes  increasing  responsibilities  and  be- 
comes more  deeply  involved  in  his  (her)  medi- 
cal community. 

Coverage,  while  readily  available,  is  a 
greatly  over-rated  advantage  of  group  practice 
and  is  as  easily  arranged  as  a soloist. 

It  is  hard  to  compare  incomes  because  this 
depends  upon  the  profit  distribution  plan  of 
the  group.  Generally  speaking,  there  would 
appear  to  be  little  difference. 

Despite  the  previously  mentioned  advan- 
tages of  group  practice  there  are  some  definite 
drawbacks  which  should  be  considered.  In- 
dividual freedom  usually  is  compromised  since 
an  organization  must  obviously  establish  rules 
for  its  employees  in  order  to  function  smoothly. 
Although  ideally  these  are  minor  and  accept- 
able, they  may  be  petty  and  arbitrary,  pro- 
moting frustration  and  anger  when  added  to 
the  strain  of  a busy  practice.  One  cannot  es- 
cape upsetting  power  struggles  even  in  small 
organizations.  The  lack  of  access  to  a con- 
sultant outside  the  group  has  already  been 
mentioned.  Finally,  one  may  be  forced  to  com- 
promise in  selecting  an  area  in  which  to  live 
since  large  groups  are  not  ubiquitous. 

Two  situations  exist  which  are  peculiar  to 
the  group  practice  and  deserve  special  com- 
ment. 

Work  may  be  unnecessarily  generated.  Con- 
sider, for  instance,  the  patient  with  a classical 
tension  headache.  Any  solo  internist  would 
promptly  diagnose  and  treat  this  illness,  per- 
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haps  after  obtaining  a normal  set  of  skull 
x-rays.  This  same  patient  coming  to  a large 
group  practice  would  probably  receive  a full 
battery  of  neurological  studies  plus  a neur- 
ology consultation.  The  work-up  is  extended 
because  the  facilities  are  readily  available  and 
because  the  patient  demands  or  expects  it. 
The  additional  cost  in  medical  care  dollars,  pa- 
tient inconvenience,  and  physician  time  is  un- 
justifiable medically  but  borne  readily. 

The  doctor-patient  relationship  begins  with 
the  selection  of  the  doctor  by  the  patient. 
However,  patients  come  to  the  “group”  or 
“clinic”  and  not  to  specific  physicians.  Hence, 
the  group  physician  is  deprived  of  this  im- 
portant, central,  and  sometimes  sustaining 
pleasure  of  private  practice. 

R.H.M. 

'Hi  Vi 

THE  PROBLEM  OF  TRAUMA 

In  the  United  States,  a vast  land  of  213 
million  people,  some  14  to  15  thousand  are 


injured  daily  on  the  roads  and  312  of  these 
die.  This  staggering  number  neglects  the  in- 
dustrial, domestic,  and  recreational  accidents 
nor  does  it  broach  the  monumental  tide  of 
criminal  violence.  Such  an  epidemic  of  high- 
way slaughter  costs  the  nation  approximately 
$40  billion  a year  in  hospitalization,  economic 
manpower,  and  rehabilitation.  The  sanguine 
minds  of  a stoical  people  disturbed  but  accus- 
tomed to  a turbulent  environment  have  been 
slow  to  react,  but  now  the  indignant  public 
outcry  grows  stronger  daily. 

It  is  frequently  stated  that  the  trauma  prob- 
lem in  Great  Britain  is  relatively  minor  when 
compared  to  that  of  America  and  poses  differ- 
ent problems  of  management.  While  appreci- 
ating the  relative  miniaturization  of  popula- 
tion, distances,  highways,  automobiles,  vio- 
lence, and  industries,  the  cold  statistics  for 
this  country  remain  awesome.  In  1972,  962 
(almost  1,000  people)  were  injured  daily  in 
road  traffic  accidents,  and  21  people  lost  their 
lives  each  24  hours.  Twenty-two  thousand. 
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six  hundred  and  ninety-nine  people  died  the 
same  year  as  a result  of  some  sort  of  violence. 
The  carnage  is  not  so  different  in  Great 
Britain! 

To  rudely  awake  the  indifferent  mind  it 
must  be  remembered  that: 

1.  Trauma  is  the  third  major  cause  of  death, 
surmounted  only  by  cancer  and  heart  disease. 

2.  Trauma  is  the  leading  cause  of  death  up 
to  37  years  of  age,  a perennial  threat  to  a 
country’s  productive  manpower. 

3.  One  in  four  citizens  wiU  be  involved  in  a 
road  traffic  accident  during  the  next  twelve 
months. 

4.  In  a general  hospital,  one  out  of  eight 
beds  is  occupied  by  an  accident  victim. 

There  can  be  little  doubt  about  the  prob- 
lem or  the  cost  to  the  civilized  countries  of 
the  world.  Perhaps  important  is  the  realiza- 
tion that  for  major  advances  in  cancer  or  car- 
diac therapy,  new  knowledge  must  be  uncov- 
ered, whereas  epidemiologists  forecast  a 20  to 
50  per  cent  reduction  in  death  from  trauma  if 
we  simply  regroup,  reorganize,  and  better  util- 
ize existing  public  and  medical  facilities. 

The  dignified  birth  of  a new  medical  spe- 
cialty is  rarely  easy,  and  the  plea  for  a trauma 
specialist  has  met  with  little  success  until  re- 
cent years.  Perhaps  the  divergent  opinions 
as  to  how  a multiple  trauma  patient  should  be 
managed  have  provided  major  stumbling 
blocks.  Perhaps  the  concern  of  individual 
specialties  that  something  is  being  taken  away 
from  them  has  been  an  obstacle — alas  for  the 
poor  trauma  victim  during  this  era  of  surgical 
indecision. 

There  has  been  a gradual  dawning  in  the 
minds  of  even  the  most  conservative  of  medical 
men  that  trauma  and  trauma  facilities  must 
receive  recognition  as  a new  specialty  with 
requirements  differing  from  existing  and  tra- 
ditional medical  structures. 

The  day  of  the  Traumatologist  is  upon  us 
whether  or  not  we  welcome  it,  and  I cannot 
resist  repeating  the  Chinese  proverb,  quoted  in 
the  Ruscoe  Clarke  Lecture  of  eight  years  ago: 


“To  plan  for  one  year — ^plant  corn 
To  plan  for  twenty  years — plant  timber 
To  plan  for  a hundred  years — plant  men.” 
William  Gill,  M.B.,  CH.B.,  F.R.C.S. 

Dr.  Gill  is  Clinical  Director,  Maryland  Institute  for  Emergency 
Medicine. 

Excerpted  from  an  address  by  Dr.  Gill  to  the  Department  of 
Surgery,  Wilmington  Medical  Center,  January  25,  1975, 

«£  «£ 

CANCER  AND  VIRUSES:  THE  AGE  OF 
INNOCENCE  ENDS 

Virologists  have  traditionally  been  among 
the  most  optimistic  of  cancer  investigators, 
and  for  many  of  them  the  1960’s  were  an  era 
of  relative  innocence.  Secure  in  the  knowledge 
that  viruses  cause  tumors  in  animals,  they 
were  confident  that  these  agents  would  pro- 
vide an  elegantly  simple  solution  to  the  prob- 
lem of  human  malignancies.  If  only  a human 
cancer  virus  could  be  isolated,  many  virologists 
argued,  a vaccine  could  be  developed  and  con- 
trol of  cancer  would  be  a reality. 

That  attitude  engendered  a tremendous  out- 
pouring of  research  results — a large  number 
of  little-recognized  successes  and  a few  more 
highly  publicized  failures.  The  investigators 
developed  tissue  culture  systems  for  growing 
large  numbers  of  virus  particles,  and  thus 
learned  a great  deal  about  the  biochemistry 
of  oncogenic  (tumor-forming)  viruses.  They 
discovered  many  animal  tumor  virus  systems 
that  served  as  models  for  what  might  occur  in 
humans,  and  thus  learned  a great  deal  about 
the  interaction  of  virus  and  host.  They  also 
isolated  several  putative  human  cancer  viruses, 
and  thus  learned  a great  deal  about  humilia- 
tion and  the  loss  of  credibility  as  one  after 
another  of  the  ballyhooed  candidates  proved 
to  be  of  nonhuman  origin. 

The  age  of  innocence  has  slowly  drawn  to  a 
close,  however,  as  many  virologists  have  begun 
to  recognize  that  the  problem  is  substantially 
more  complex  than  they  had  originally  antici- 
pated. Although  some  still  argue  that  a tan- 
gible oncogenic  human  virus  will  eventually  be 
isolated,  a growing  number  of  investigators 
have  concluded  that  the  approach  may  be  fu- 
tile and  have  thus  begun  to  reconsider  the 
fundamental  concepts  of  the  nature  of  viruses 
and  their  role  in  animal  biochemistry. 
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If  viruses  do  play  a causative  role  in  human 
malignancies,  these  scientists  suggest,  it  is 
most  likely  that  the  active  agent  is  an  incom- 
plete or  defective  portion  of  one  virus — or  per- 
haps of  several  viruses — whose  normal  func- 
tion is  beneficial  to  the  host.  Research  on  on- 
cogenic animal  viruses,  as  a consequence,  has 
been  somewhat  de-emphasized  as  investigators 
have  pressed  the  search  for  virus  fragments 
or  information  in  human  tumors.  Nonethe- 
less, there  has  been  a continuing  strong  inter- 
est in  ascertaining  the  normal  role  of  oncogenic 
viruses,  particularly  those  whose  hereditary  in- 
formation is  contained  as  RNA. 

Temin  suggests  that  the  avian  oncogenic 
viruses,  and  perhaps  all  oncogenic  viruses,  have 
evolved  from  normal  cellular  components.  At 
some  point  in  history,  conceivably,  the  endo- 
genous viruses  have  mutated  in  such  a fashion 
that  they  were  freed  from  the  cell’s  genetic 
controls  and  became  able  to  replicate  in  other 
cells.  The  major  evolutionary  changes,  Gallo 
adds,  may  have  occurred  when  the  viruses 
crossed  interspecies  barriers. 

The  implication,  then,  is  that  genetic  con- 
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trols  are  more  effective  in  humans  than  in 
other  species,  or  perhaps  evolutionary  pres- 
sures are  different,  so  that  endogenous  human 
viruses  have  not  been  able  to  escape  from 
cellular  control.  Although  endogenous  human 
viruses  may  be  able  to  assemble  or  synthesize 
oncogenic  information  in  susceptible  cells,  the 
virus  that  has  done  the  assembling  has  not  yet 
been  able  to  escape  and  infect  other  humans. 

The  cancer  virologists  have  thus  gotten  re- 
sults substantially  different  than  those  they 
had  originally  bargained  for.  The  situation 
is,  in  fact,  quite  analogous  to  that  immediately 
after  World  War  II  when  physicists  naively 
set  out  to  build  a fusion  power  plant  and  in- 
stead created  the  new  discipline  of  plasma 
physics.  The  virologists  set  out  to  isolate  a 
human  cancer  virus  and  instead  appear  to  have 
created  a new  discipline  of  (for  lack  of  a bet- 
ter term)  viral  genetics. 

Thomas  H.  Maugh,  II 

Copyright  1974  by  the  American  Association  for  the  Advance- 
ment of  Science. 

Editor’s  Note:  The  above  editorial  is  the  first  and  final  para- 
graphs of  a review  article  in  the  March  22,  1974  issue  of  Science, 
Vol.  183:1181-1185  (RNA  Viruses:  The  Age  of  Innocence  Ends). 
We  have  printed  these  excerpts  with  the  permission  of  the  editor 
>f  Science  and  Thomas  H.  Maugh,  II,  who  is  on  the  staff  of  the 
American  Association  for  the  Advancement  of  Science. 
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THE  DELAWARE  CANCER  NETWORK 
An  Invitation  to  Participate 

Leslie  W.  Whitney,  M.D. 


The  Delaware  Cancer  Network  was  formed 
during  the  planning  that  ensued  after  the 
Wilmington  Medical  Center  received  a “plan- 
ning grant”  from  the  National  Cancer  Insti- 
tute in  January,  1973.  It  is  an  attempt  to 
develop  within  the  State  of  Delaware  a “net- 
work” of  hospitals  and  allied  health  institu- 
tions and  agencies  interested  in  a cooperative 
approach  to  cancer  care.  Since  the  effort  be- 
gan in  1973,  the  response  from  those  partici- 
pating has  been  that  of  overwhelming  enthusi- 
asm and  has  resulted  in  the  formation  of  a 
real  working  relationship  among  all  involved. 

The  initial  moving  force  behind  the  Net- 
work consisted  of  the  Delaware  Division  of 
the  American  Cancer  Society  and  the  Cancer 
Study  Committee  of  the  Wilmington  Medical 
Center  (since  renamed  the  Advisory  Com- 
mittee of  the  Delaware  Cancer  Network).  The 
Advisory  Committtee  is  presently  composed 
of  approximately  fifty  members  comprising  a 
representative  cross  section  of  health  care  in 
Delaware.  It  now  meets  quarterly  primarily 
to  review  the  activities  of  the  Network. 

As  the  Network  is  presently  structured,  an 
Executive  Committee  of  the  Advisory  Com- 
mittee functions  as  the  real  working  body 
and  oversees  the  activities  of  the  various  sub- 
committees. Both  the  Advisory  Committee 
and  the  Executive  Committee  function  under 
the  leadership  of  Mr.  Ralph  K.  Gottshall,  who 
has  been  instrumental  in  the  development  of 
the  Delaware  Cancer  Network.  The  various 


subcommittees  and  their  respective  functions 
follow. 

Research  Committee:  This  committee’s  pri- 
mary function  is  twofold : 1 ) to  assist  the  Net- 
work in  expanding  its  research  base,  both 
clinical  and  basic;  and  2)  to  assist  in  the  de- 
velopment and  review  of  all  research  grant 
applications  and  contract  proposals  developed 
within  the  Network  prior  to  submittal  to  ap- 
propriate agencies. 

Clinical  Standards  Committee:  This  com- 
mittee’s primary  function  is  to  develop  cancer 
management  systems  for  elective  use  by  phy- 
sicians. The  systems  will  be  developed  by 
specific  subcommittees  (Clinical  Teams)  and 
reviewed  by  physicians  throughout  the  State. 
A management  system  for  breast  cancer  is  al- 
ready under  development. 

Finance  Committee:  The  development,  co- 
ordination, and  management  of  the  necessary 
funds  for  support  of  Network  activities  is  the 
function  of  this  committee. 

Education  Committee:  This  committee  as- 
sists in  establishing,  coordinating,  and  imple- 
menting programs  of  education  in  cancer  (both 
professional  and  lay)  throughout  the  State, 
particularly  in  conjunction  with  the  American 
Cancer  Society. 

Evaluation  Committee:  This  committee  is 
concerned  with  evaluating  the  effectiveness  of 
the  many  aspects  of  Network  programs.  The 
committee  also  utilizes  the  Delaware  Tumor 
Continued  on  page  211 


Dr.  Whitney  is  the  Director  of  the  Delaware  Cancer  Network. 

This  page  is  sponsored  by  the  Cancer  Coordination  Office  funded  through  an  NCI  Planning  Grant. 
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Continued  from  page  177 

GENERAL  OPHTHALMOLOGY  by  Daniel  Vaughan, 
M.D.  and  Taylor  Asbury,  M.D.,  7th  edition,  Lange 
Medical  Publications,  Los  Altos,  Calif.,  1974.  334 
pp.  Price  $9.50  paperback. 

With  the  publication  of  the  seventh  edition 
of  General  Ophthalmology , the  authors  con- 
tinue to  fulfill  successfully  the  objectives  set 
forth  in  the  first  edition:  “To  provide  a con- 
cise yet  reasonably  complete  up-to-date  re- 
view of  a difficult  specialty  for  use  by  medical 
student,  general  physician,  pediatrician,  in- 
ternist and  resident  physician  in  ophthal- 
mology.” Indeed  this  text  is  not  only  an  up- 
to-date  review  but  also  an  excellent  practical 
reference  for  treating  minor  ophthalmological 
problems  and  for  understanding  the  newer 
ophthalmologic  diagnostic  procedures  and 
therapeutic  modalities. 


JOHN  G.  MERKEL 
& SONS,  INC. 
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Wilmington,  Delaware 


The  chapters  are  classically  divided  into 
anatomical  divisions  of  the  eye.  However, 
additional  chapters  cover  the  management  of 
common  ophthalmologic  problems  (with  em- 
phasis on  when  to  call  the  ophthalmologist),  a 
succinctly  written  section  on  neuro-ophthal- 
mology, and  an  excellent  and  very  complete 
dissertation  devoted  to  ocular  disorders  asso- 
ciated with  systemic  diseases. 

In  keeping  with  the  emphasis  on  practicality 
and  clarity,  the  appendices  offer  tables  of  com- 
monly used  eye  medications,  a short  but  use- 
ful vocabulary  (for  a discipline  which  seems 
to  have  a language  all  its  own),  and  a section 
on  abbreviations  and  symbols  (useful  to  any- 
one who  has  tried  to  read  an  ophthalmology 
consultation).  There  is  also  an  abundance  of 
excellent  photographs  and  diagrams. 

Although  only  a meager  section  on  pediatric 
ophthalmology  is  offered  and  the  photographs 
of  the  fundus  are  disappointing  because  they 
are  not  in  color,  this  book  is  an  adequate  prac- 
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tical  reference  for  the  family  practitioner  and 
internist  as  well  as  a fine  short  text  for  the 
medical  student. 

Thomas  Fazio,  M.D. 

ifc' 

THE  ECOLOGY  OF  HUMAN  DISEASE  by  Jacques 
May,  M.D.,  MD  Publications,  New  York.  352  pp. 
Price  $7.50. 

This  book  is  the  first  volume  of  a projected 
three-volume  work  devoted  to  the  study  of 
“the  most  important  transmissible,  degenera- 
tive and  behavorial  disease.”  This,  the  first 
volume,  devotes  itself  to  consideration  of  the 
principal  communicable  diseases.  The  second 
and  third  volumes  were  to  include  degenera- 
tive diseases  and  behavorial  disorders  respec- 
tively. This  reviewer  does  not  know  if  they 
were  completed. 

By  the  author’s  own  admission,  the  self- 
imposed  task  was  difficult  because  it  was  in- 
tended to  be  useful  to  physicians,  geographers, 
and  anthropologists. 

Dr.  May  rejects  the  concept  of  disease  be- 
ing simply  a departure  from  a state  of  health 
and  views  it  as  a state  of  “maladjustment”  or 
alteration  of  living  tissues  which  jeopardizes 
survival  in  their  environment.  Within  his 
habitat  each  individual  at  a given  point  in  time 
is  subjected  to  certain  organic  (viruses,  vec- 
tors, reservoirs),  inorganic  (heat  and  humid- 
ity), and  sociocultural  stimuli.  The  converg- 
ence of  stimuli  and  the  subsequent  responses 
of  the  body’s  cells  may  result  in  what  is  medi- 
cally recognized  as  communicable  or  degen- 
erative disease,  or  a behavorial  disorder.  The 
final  result  is  either  adaptation  and  survival 
or  total  maladjustment  and  death. 

To  the  author,  geographic  patterns  of  hu- 
man disease  reflected  the  interaction  of  varied 
stimuli  and  responses.  Study  of  such  patterns 
was  an  important  and  neglected  approach  to 
disease  control.  Where  communicable  disease 
is  concerned,  cultural  factors  and  disease  oc- 
currence provide  clues  to  the  three  principal 
approaches  to  disease  control:  1)  creation  of 


a protective  wall  between  humans  and  disease 
agents  (mosquito  nets,  shoes) ; 2)  changing  the 
disease-producing  environment  (drainage  of 
marshes,  rat  control);  3)  changing  the  tissue 
response  by  immunization.  In  1974,  these 
concepts  are  embraced  in  the  terms  “preven- 
tive medicine”  and  “epidemiology”  where  the 
latter  is  no  longer  confined  to  the  study  of  a 
single  epidemic  incident. 

References  to  treatment  are  cursory  and  in 
many  instances  outmoded  since  the  copyright 
date  is  1958  when,  although  antibiotics  were 
available,  many  anti-viral  vaccines  which  to- 
day we  take  for  granted  had  not  been  de- 
veloped. 

For  the  physician,  this  is  not  a useful  medi- 
cal text.  It  is,  however,  interesting  from  an 
historical  viewpoint  as  a statement  of  the 
philosophical  concepts  developed  for  disease 
control  on  a global  basis  by  a physician  with 
a wide  range  of  interests  and  experience  in 
both  medicine  and  geography. 

For  admirers  of  the  writings  of  the  late 
Dr.  Felix  Marti-Ibanez,  there  is  a beautifully 
written  foreword. 

Barbara  B.  Rose,  M.D. 
««««!« 

CORRELATIVE  NEUROANATOMY  AND  FUNC- 
TIONAL NEUROLOGY,  14th  ed.,  by  Joseph  G. 
Chusid,  M.D.,  Lange  Medical  Publications,  Los  Al- 
tos, Calif.,  1973.  429  pp.  Price  $8.50. 

The  author  in  his  preface  to  this  book  says 
it  is  intended  for  the  beginner  and  is  to  serve 
as  an  aid  or  supplement  rather  than  a substi- 
tute for  a neurological  text.  He  also  says  that 
this  book  has  become  increasingly  popular  over 
the  past  five  years.  That  is  probably  the  only 
significant  error  I found  in  this  book,  as  I am 
sure  it  has  been  over  at  least  the  past  fifteen 
years  that  this  book  has  been  found  to  be  a 
most  useful  aid  and  review  by  students  and 
residents  alike. 

This  book  reviews,  in  a most  brief,  concise, 
and  surprisingly  complete  manner,  those  facts 
one  would  like  to  have  available  quickly  and 
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in  an  easily  recallable  fashion.  The  index  is 
a great  help  because  of  its  thoroughness. 

The  only  minimal  criticism  that  can  be  of- 
fered is  that  the  photographs  of  the  pathologi- 
cal specimens  are  poorly  reproduced  by  the 
printing  process  used.  However,  the  diagrams 
and  line  drawings  are  well  printed,  and  the 
text  is  easily  read — at  the  price  involved,  a 
good  compromise. 

This  book  can  be  highly  recommended  to 
anyone  as  an  adjunct  to  another  standard 
text,  if  they  are  a student  or  resident,  and, 
once  used  by  the  student  or  resident,  will  be 
kept  within  arm’s  reach  long  after  the  stand- 
ard text  has  been  placed  in  the  cellar. 

Thomas  S.  Vates,  Jr.,  M.D. 
vs  ^ ^ 

MEDICOLEGAL  INVESTIGATION  OF  DEATH  edifed 
by  Werner  U.  Spitz,  M.D.,  and  Russell  S.  Fisher, 
M.D.,  Charles  C.  Thomas,  Springfield,  III.,  1973. 
536  pp.  Ulus.  Price  $24.75. 

The  majority  of  physicians  and,  perhaps, 
many  pathologists  avoid  medicolegal  investi- 
gation of  death  because  its  contribution  to  life 
is  not  clear.  It  is  most  important,  however, 
to  note  that  the  official  investigation  of  death 
directly  contributes  to  the  welfare  of  the  liv- 
ing in  the  areas  of  public  health,  public  safety, 
and  administration  of  justice. 

Concurrently,  there  has  been  a definite 
paucity  of  textbooks  and  educational  mater- 
ials in  the  field  of  Forensic  Medicine  in  gen- 
eral and  Forensic  Pathology  in  particular. 

This  is  the  first  up-to-date  textbook  on  the 
subject  that  has  been  published  in  over  a 
quarter  of  a century.  It  has  been  written  and 
edited  by  some  of  the  leading  Forensic  Path- 
ologists and  Forensic  Scientists  in  the  country. 

Excepting  the  medical  jurisprudence,  the 
book  is  comprehensive  in  covering  most  areas 
of  Forensic  Pathology.  There  is  a chapter 
covering  the  guidelines  for  preservation  of 
toxicologic  evidence. 


The  book  is  recommended  for  review  by 
medical  students,  residents  in  Pathology  and 
Forensic  Pathology,  novice  Forensic  Path- 
ologists, and,  in  summary,  physicians  and 
other  scientists  interested  in  the  medicolegal 
investigation  of  death.  Study  it! 

Alt  Z.  Hameli,  M.D. 

JS 

AN  ABC  OF  MODERN  IMMUNOLOGY  by  E.  J.  Hol- 
borow,  M.D.  2nd  edition.  Little,  Brown  & Co.,  Bos- 
ton, 1973.  94  pp.  Ulus.  Price  $4.95. 

This  is  the  update  of  the  first  (’68)  edition. 
Most  of  it  first  appeared  as  a series  of  articles 
in  the  Lancet  which  have  been  expanded.  This 
little  book  will  tell  you  what  are  long  and 
light  and  heavy  chains,  where  the  T and  the 
B lymphocytes  each  come  from,  and  about 
things  like  “alloaggression” — all  written  in 
the  lucid  fashion  which  marks  the  English- 
man. 

Bernadine  Z.  Paulshock,  M.D. 


SMOOTH  AND  HAIRY  LYMPHOCYTES 


It  has  recently  been  shown  that  B lymphocytes, 
the  ones  which  mediate  hormonal  immunity,  are 
“hairy”  and  T lymphocytes  of  cellular  immunity 
function  are  not  so.  This  fascinating  photo 
(x6250)  is  reproduced  here  with  the  kind  per- 
mission of  the  Sloan-Kettering  Institute,  the  cover 
of  whose  CLINICAL  BULLETIN  it  recently  graced. 
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MANUAL  OF  DERMATOLOGIC  THERAPEUTICS  by 

Kenneth  A.  Arndt,  M.D.,  Little,  Brown  & Co.,  Bos- 
ton, 1974.  290  pp.  Price  $8.95. 

This  first  edition  manual  represents  a one- 
man  effort  by  Dr.  Arndt,  associate  professor  of 
dermatology,  Harvard  Medical  School.  It  is 
an  extended  version  of  the  manual  used  by 
the  personnel  at  the  Harvard  Community 
Health  Plan.  The  spiral-bound  text  is  modeled 
after  its  very  successful  predecessor,  the  Wash- 
ington Manual  of  Medical  Therapeutics,  also 
published  by  Little,  Brown  and  Company.  The 
manual  is  divided  into  three  sections. 

The  first  describes  the  more  common  derma- 
tological conditions,  arranged  alphabetically 
from  Acne  to  Warts.  Each  chapter  is  written 
in  problem-oriented  fashion,  ie,  S-O-A-P 
headings,  and  a short  list  of  references  is  in- 
cluded for  each  chapter. 

Section  two  explains  the  different  procedures 
and  techniques  used  in  dermatologic  practice. 
Simple  illustrations  are  used  to  describe  vari- 
ous biopsy  techniques,  curretage,  electrodes- 
sication,  and  cryosurgery. 

Section  three  reviews  treatment  principles 
and  contains  a formulary  of  commonly  used 
systemic  and  topical  agents.  The  average  cost 
of  different  drugs  is  presented,  both  by  ge- 
neric and  brand  names.  For  example,  chlor- 
pheniramine costs  $.95/1000  generically  and 
$35.00/1000  as  Chlor-Trimeton  (Schering) . 

Like  the  Washington  Manual,  this  portable 
guide  is  designed  for  quick  reference  to  ther- 
apy. It  makes  no  pretense  to  be  comprehen- 
sive or  very  useful  diagnostically  as  it  has  no 
pictures.  The  book  is  well  outlined  and  in- 
dexed, simple  to  read,  and  handy  to  use.  No 
doubt  this  text  will  become  a desk-top  ally 
to  many  busy  practitioners. 

Stephen  P.  Flynn,  M.D. 

t?? 

UNDERSTANDING  ALLERGIES  by  John  W.  Gerrard, 
D.M.,  F.R.C.P.,  Charles  C.  Thomas,  Springfield,  III., 
1973.  88  pp.  Price  $3.95. 

In  his  preface  the  author  expresses  the  hope 
that  this  book  will  help  provide  the  back- 
ground necessary  for  the  parents  of  an  aller- 


gic child  to  understand  the  nature  of  their 
child’s  complaint.  He  explains  the  difference 
between  a chronic  problem  and  an  acute  emer- 
gency: with  chronic  care  the  focus  is  on  the 
family  with  the  patient  as  the  center. 

The  book  is  not  intended  as  a self-service 
manual  for  the  parents,  replacing  the  physi- 
cian in  the  care  of  an  allergic  child;  rather  it 
is  an  attempt  to  provide  illuminating  back- 
ground information. 

In  addition  to  a clear  presentation  of  the 
usual  manifestations  of  allergy  to  the  clinical 
pediatrician,  the  author  delves  into  the  fron- 
tiers of  allergy  in  discussing  the  theory  of 
enuresis  and  migraine  headaches  secondary  to 
an  allergic  reaction.  A clear  and  simple  ex- 
planation of  modern  immunology’s  relation  to 
allergy  is  presented.  There  is  an  excellent 
chapter  on  immunoglobulin  E,  as  well  as  a 
discussion  relating  the  presence  of  this  im- 
munoglobulin to  the  sickle  cell  trait.  Genetic 
factors  in  allergic  problems  are  discussed  and 
their  importance  demonstrated. 

Dr.  Gerrard’s  avowed  aim  in  writing  this 
short  book  was  to  reach  the  parents  of  an  al- 
lergic child;  however,  his  bright  clear  style 
was  very  illuminating  to  the  reviewer  as  it 
would  be  to  any  reader. 

Leonard  H.  Seltzer,  M.D. 

IS?  «? 

EATING,  LIVING  AND  DYING:  A PSYCHOLOGY 
OF  APPETITES  by  Daniel  Cappon,  M.D.,  University 
of  Toronto  Press,  Toronto,  Canada,  1973.  118  pp. 
Price  $4.95. 

This  is  an  interestingly  written  book  di- 
rected more  to  the  attention  of  lay  than  pro- 
fessional readers.  It  outlines  very  clearly  the 
dietary  cause  of  obesity  and  cachexia  and  quite 
clearly  defines  each.  However,  it  overem- 
phasizes the  desirability  of  entrusting  the 
therapy  of  overweight  or  underweight  individ- 
uals to  analytical  psychiatrists.  To  be  sure, 
disturbing  cases  of  obesity  or  the  opposite, 
cachexia,  may  need  psychiatric  treatment  far 
more  than  is  practiced,  but  there  are  not 
enough  analysts  available  even  if  desirable. 
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The  bulk  of  patients  are  not  those  with  such 
severe  psychological  problems.  Many  can  be 
successfully  handled  by  physicians,  group  ther- 
apists, or  others.  The  difficulty  is  in  persuad- 
ing both  therapists  and  patients  to  devote  the 
necessary  time  and  perseverance  in  correcting 
minor  psychological  problems  which  may  be 
the  major  cause  of  weight  abnormalities. 

The  book  is  valuable  in  stimulating  all  con- 
cerned to  do  better.  All  patients  can  not  be 
treated  alike.  Drugs  are  to  be  discouraged. 
Detailed  diets  also  are  rarely  indicated. 

The  author  emphasizes  that  many  diabetics 
are  obese  because  of  their  diabetes.  This  is 
just  not  so.  To  be  sure,  it  is  generally  agreed 
that  only  5%  of  obese  persons  have  an  endo- 
crine cause  of  their  troubles,  but  diabetes  is 
not  one  of  them.  An  obese  individual  is  often 
diabetic,  but  diabetes  is  not  a cause  of  obesity. 

Lewis  B.  Flinn,  M.D. 


INFECTIOUS  DISEASE  CASE  STUDIES,  2nd  ed.,  by 
C.  Glenn  Cobbs,  M.D.,  and  Frank  M.  Griffin,  Jr., 
M.D.,  Medical  Examination  Publishing  Co.,  Flush- 
ing, N.Y.,  1974.  178  pp.  Illus.  Price  $10.00. 

One  of  the  paradoxes  in  medical  education  is 
that  if  clinical  medicine  is  so  interesting,  why 
are  medical  textbooks  so  dull?  They  are  us- 
ually only  marginally  more  readable  than  the 
telephone  directory  and  often  much  longer. 
Learning  from  a standard  volume  is  plain,  old- 
fashioned  drudgery. 

Several  alternative  approaches,  such  as  pro- 
grammed texts,  have  been"^  tried  with  mixed 
success.  Another  is  the  format  used  by  the 
Case  Studies  Series  published  by  the  Medical 
Examination  Publishing  Company.  For  those 
not  familiar  with  these  books,  each  volume 
consists  of  sixty  or  seventy  clinical  problems 
in  a particular  specialty.  The  case  is  presented 
in  a one-paragraph  statement,  followed  by  sev- 
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eral  questions  on  diagnosis  or  management. 
There  may  follow  complications  and  more 
questions  on  management,  interpretation  of 
tests,  and  general  information.  After  each 
case  there  are  a number  of  references  to  jour- 
nal articles  documenting  the  answers  to  the 
questions.  This  is  basically  distilled  rounds- 
manship,  something  akin  to  going  on  ward 
rounds  with  the  venerable  professor.  His 
teaching  points  tend  to  be  personalized  and 
dogmatic  rather  than  encyclopedic.  The  stu- 
dent may  occasionally  suspect  that  the  profes- 
sor is  not  completely  correct,  and  that  some 
of  the  teaching  points  tend  to  wander  down 
obscure  avenues.  However,  the  student  re- 
mains respectful  and  attentive  because  they 
are  dealing  with  acute  medical  problems  that 
hold  his  interest  for  case  after  case.  Likewise, 
the  reader  of  the  book  is  kept  stimulated, 
sometimes  devouring  ten  or  fifteen  cases  at 
a sitting.  It’s  as  painless  as  reading  a mystery 
novel. 

There  are  a few  annoying  flaws  with  the 
book,  including  the  relatively  high  price,  the 
poor  quality  of  the  x-ray  reproductions,  and 
a tendency  for  the  authors  to  get  away  oc- 
casionally from  the  idealized  style.  The  index 
is  surprisingly  good,  considering  the  hit  and 
miss  nature  of  the  contents.  In  summary, 
this  book  won’t  make  the  reader  an  expert  in 
infectious  diseases,  but  it  does  provide  a great 
deal  of  enjoyment  and  a good  bit  of  medical 
knowledge  as  well.  One  can’t  ask  for  a whole 
lot  more  than  that. 

William  L.  Jaffee,  M.D. 

•4? 

EAR,  NOSE  AND  THROAT  DISORDERS  by  John  R. 

Ausband,  M.D.,  Medical  Examination  Publishing 
Co.,  Flushing,  N.Y.,  1974.  192  pp.  Ulus.  Price 
$10.00. 

A significant  number  of  patient  complaints 
is  referrable  to  problems  of  the  ear,  nose,  and 
throat.  This  book,  designed  for  the  family 
practitioner,  outlines  an  approach  to  the  man- 
agement of  common  otolaryngologic  disorders. 

Dr.  Ausband,  professor  of  Otolaryngology  at 
Wake  Forest  University,  North  Carolina,  di- 
vides the  book  into  seven  sections:  Ear,  Nose, 
Throat,  Trauma,  Neck  Masses,  Salivary 


Glands,  and  The  Facial  Nerve.  He  uses  the 
format  of  an  expanded  outline  in  discussing 
the  signs  and  symptoms  of  the  diseases  covered 
in  each  section.  Also  included  in  his  schema 
is  the  differential  diagnosis,  treatment,  prog- 
nosis, and  indications  for  consultation. 

In  writing  such  a book,  one  task  is  to  decide 
what  to  exclude  and  still  make  it  relevant  to 
the  intended  audience.  The  author  dispenses 
with  long  descriptions  of  physiology,  anatomy, 
and  physical  diagnosis.  But  the  chapters  on 
tinnitus,  ototoxicity,  and  salivary  glands  are 
quite  sketchy  and  could  have  easily  been  ex- 
panded without  impinging  on  his  “guide  book” 
objective. 

Controversy  is  to  be  anticipated  over  the 
diagnosis  and  management  of  certain  disease 
states.  For  example,  in  the  differential  diag- 
nosis of  external  otitis,  it  would  have  been 
useful  if  the  author  included  malignant  ex- 
ternal otitis  and  certain  carcinomas  of  the 
ear.  These  conditions  can  present  as  chronic 
external  otitis,  and  both  have  a poor  prognosis 
unless  diagnosed  and  treated  early.  Also,  con- 
sideration should  be  given  to  ligation  of  the 
internal  maxillary  artery  before  ligating  the 
external  carotid  artery  in  certain  patients  with 
persistent  epistaxis  from  the  posterior  nasal 
cavity. 

Yet,  in  general,  the  author  has  succeeded 
in  emphasizing  the  salient  features  of  common 
ENT  disorders  and  a logical  approach  to  their 
recognition  and  management.  His  descrip- 
tion of  hearing  loss,  sinusitis,  hoarseness,  and 
neck  masses  is  informative  and  reads  easily. 
The  illustrations  are  helpful,  and  at  the  end 
of  each  section  there  is  a selective  bibliography 
for  the  interested  reader,  which  helps  com- 
pensate for  those  chapters  where  the  informa- 
tion is  sparse. 

Joseph  R.  Anticaglia,  M.D. 

^ ','1 

OUTPATIENT  SURGERY,  edited  by  George  J.  Hill, 
M.D.,  W.  B.  Saunders,  Philadelphia,  1973.  1079 
pp.  Illus.  Price  $28.00. 

This  first  edition  textbook  is  devoted  to  the 
outpatient  aspects  of  general  and  subspecialty 
surgery.  Dr.  George  Hill,  former  Associate 
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Professor  of  Surgery  at  the  University  of 
Colorado  School  of  Medicine,  is  the  editor  and 
major  contributor.  Trained  in  Boston,  he  has 
since  moved  on  to  a professorship  at  Wash- 
ington University  in  St.  Louis.  The  remain- 
ing text  was  written  by  some  of  his  former 
colleagues  at  the  University  of  Colorado. 

The  scope  of  material  presented  is  very 
broad.  The  authors  begin  with  the  discussion 
of  general  topics  such  as  the  organization  of 
the  outpatient  surgical  suite,  outpatient  anes- 
thesia, trauma,  infection  and  metabolism.  The 
following  chapters  on  surgical  management 
and  technique  are  divided  according  to  in- 
dividual organ  or  system,  eg,  the  eye,  the 
nervous  system,  the  musculo-skeletal  system 
(including  fractures  and  dislocations),  the 
male  and  female  genito-urinary  tract,  and  the 
integument.  The  concluding  chapters  dis- 
cuss some  miscellaneous  topics,  including 
transplantation,  cancer  chemotherapy,  pedi- 
atric surgery,  and  outpatient  surgery  in  de- 
veloping countries. 

Each  chapter  is  prefaced  with  an  outline  of 
its  content.  The  text  is  divided  by  the  sub- 
headings listed  in  the  outline,  well-written 
and  easy  to  read.  The  text  is  illustrated  with 
many  sketches,  photographs,  and  drawings. 
The  drawings  are  utilized  particularly  effec- 
tively in  the  explanation  of  such  basic  surgical 
procedures  as  venous  cut-down,  simple  sutur- 
ing and  knot-tying,  thoracentesis,  nerve 
blocks,  and  jugular  and  subclavian  venipunc- 
ture for  CVP  placement.  Each  chapter  ends 
with  a short  list  of  references. 

One  fault  of  this  book  is  that  the  authors 
may  have  been  too  ambitious.  In  attempt- 
ing to  cover  background  and  detail  in  the 
surgical  subspecialties,  they  have  had  to  limit 
the  depth  of  their  discussion  in  many  areas. 
Many  techniques  presented  would  be  em- 
ployed only  by  surgical  subspecialists.  On  the 
other  hand,  the  non-specialist  can  gain  a basic 
understanding  of  these  various  principles  and 
procedures.  Overall,  it  is  a worthwhile  intro- 
ductory text  for  any  physician  interested  in 
outpatient  surgery. 

Stephen  P.  Flynn,  M.D. 


THE  STORY  OF  MEDICINE  IN  AMERICA  by  Geoffrey 
Marks  and  Wallace  K.  Beatty,  Charles  Scribner's 
Sons,  New  York,  1973.  416  pp.  Price  $10.00. 

This  is  a very  interesting  book,  particularly 
the  first  part  where  the  status  of  the  practice 
of  medicine  in  the  early  years  of  this  country 
before  and  after  the  War  for  Independence  is 
ably  presented.  It  emphasizes  and  docu- 
ments not  only  the  paucity  of  physicians  but 
also  the  very  meager  training  and  education 
of  the  few  doctors  who  were  available.  Most 
of  them  were  clergymen  first  and  physicians 
second.  Very  few  possessed  a university  de- 
gree. Those  that  did  practice  devoted  them- 
selves to  the  upper  classes.  Apothecaries,  who 
until  1617  shared  a guild  with  the  grocers, 
were  the  real  general  practitioners  of  medicine 
if  they  could  be  so  highly  rated. 

The  book  is  highlighted  by  many  amusing 
anecdotes  such  as  the  time  in  1608  when  Cap- 
tain John  Smith  was  bitten  by  a stingray.  He 
was  so  sick  and  his  leg  so  badly  swollen  that 
his  funeral  and  grave  were  already  prepared 
when  one  medico,  Walter  Russell  by  name, 
applied  a precious  oil  which  so  relieved  the 
patient  that  he  ate  the  fish  for  supper.  Sting- 
ray Point  is  stni  on  the  map  at  the  mouth 
of  the  Rappahannock  River.  One  physician 
named  Pott  had  little  medical  training  but  was 
well  versed  in  Latin,  Greek,  and  Hebrew. 

Cotton  Mather  of  Boston,  a pompous  reac- 
tionary theologian  and  a fanatical  believer  in 
witches,  was  a prominent  physician  whose 
medical  education  must  have  been  acquired 
mainly  through  book  learning.  His  greatest 
achievement  was  persuading  the  Boston  com- 
munity to  accept  inoculation  against  small- 
pox. The  authors  of  the  book  occasionally 
give  evidence  they  are  not  medical  men  them- 
selves, as,  for  instance,  when  the  statement 
was  made  that  “in  modern  times  it  has  be- 
come customary  to  discount  book  learning.” 

Of  particular  interest  to  Delawareans  is  the 
account  given  of  James  Tilton,  a Surgeon 
General  during  the  Revolutionary  War.  In 
caring  for  the  sick  in  the  Army  he  observed 
that  “tents  in  all  cases  are  to  be  preferred  to 
enclosed  buildings.”  No  mention  was  made 
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of  the  fact  that  Dr.  Tilton  was  the  first  presi- 
dent of  the  Medical  Society  of  Delaware.  The 
Pennsylvania  Hospital  in  Philadelphia,  al- 
though not  perhaps  the  oldest  hospital  in 
America,  is  indeed  the  oldest  in  continuous 
operation. 

Another  anecdote  of  interest  quotes  Presi- 
dent Wheelock  of  the  Dartmouth  Medical 
School,  a clergyman,  after  hearing  a lecture 
in  1810  by  Dr.  Nathan  Smith:  “Oh,  Lord, 
we  thank  Thee  for  the  oxygen  gas;  we  thank 
Thee  for  the  hydrogen  gas  and  for  all  the 
gases;  we  thank  Thee  for  the  cerebrum;  we 
thank  Thee  for  the  cerebellum  and  for  the 
medulla  oblongata!” 

The  authors  relate  how  John  Shaw  Billings, 
(1838-1913)  of  Indiana,  received  his  medical 
training  and  later  drew  up  plans  for  the  Johns 
Hopkins  Hospital.  The  development  of  sur- 
gery under  Halstad  is  also  described.  The 
sectarian  systems  of  medicine — herbism,  home- 
opathy, and  osteopathy — are  briefly  presented. 

The  summary  of  medical  events  since  1900 
is  less  interesting,  perhaps  because  the  reader 
is  already  reasonably  well  informed.  The 
book  might  have  had  more  appeal  had  the 
last  50  years  been  omitted. 

Lewis  B.  Flinn,  M.D. 

•i'  *1^  'ji 

THE  ART  OF  LEARNING  MEDICINE  by  May  H.  Les- 
ser, Appleton-Century-Crofts,  New  York,  1974. 
343  pp.  Ulus.  Price  $38.50. 

May  H.  Lesser,  a professional  artist  of  es- 
tablished reputation  whose  art  work  might 
be  best  known  to  physicians  from  several 
JAMA  covers  that  she  created,  would  have 
better  entitled  her  book  Art  and  Medical  Stu- 
dents. 

Mrs.  Lesser  has  attempted,  via  the  medium 
of  a compilation  of  artistic  plates  accompanied 
by  a narrative  and  descriptive  text,  to  de- 
scribe the  life  of  a class  of  medical  students 
she  accompanied  through  its  four  years  of 
peregrinations  through  medical  school.  In 
graphic  form  she  has  tried  to  impart  the  depth 
of  the  feelings  and  emotions  ihat  the  medical 
students  experience  in  their  four-year  meta- 


morphosis. Her  book  is  worthy  of  comment 
from  several  points  of  perspective. 

As  with  any  non-participating  observer, 
Mrs.  Lesser’s  impressions  of  the  students’ 
emotions  are  her  own  and  not  necessarily  those 
of  the  students.  She  sees  medical  school  life 
as  one  great  psychic  exercise,  each  experience 
to  be  described  by  profound  psychological  ex- 
planations, all  her  own.  Nowhere  does  she 
seem  to  recognize  the  routine,  the  hum-drum, 
and  the  drudgery  which  is  inevitably  some 
part  of  every  medical  student’s  experience. 
School  is  depicted  as  one  startling  exposure  of 
psychic  drama  after  another.  One  tires  after 
several  chapters  of  constant  reflection  and  con- 
centration upon  the  social  aspects  of  students 
and  diseases.  Many  of  the  profound  explana- 
tions of  student  behavior  are  a bit  too  sim- 
plistic and  too  convenient. 

Such  emphasis  upon  psychic  motives  comes 
easy  to  Mrs.  Lesser  since  both  her  father  and 
brother  are  physicians  while  her  husband  is 
a physician  turned  psychiatrist.  Much  of  the 
jargon  has  rubbed  off  on  Mrs.  Lesser,  and  she 
uses  it  liberally.  She  frequently  editorializes 
on  the  quality  of  the  various  classes  and  de- 
partments of  the  school  and  the  hospital,  often 
with  alarming  insight  into  many  of  the  prob- 
lems. Although  her  handling  of  the  text  is 
rather  cavalier,  she  is  nonetheless  factual  al- 
though there  are  a few  errors  in  medical  termi- 
nology. Indeed,  the  quantity  of  medical  in- 
formation garnered  by  Mrs.  Lesser  even  while 
she  was  primarily  preoccupied  with  her  art, 
is  readily  evident  in  the  text. 

As  one  would  expect,  the  art  work  itself 
is  the  most  striking  aspect  of  the  book.  In 
general  the  quality  reflects  the  professional 
schooling  of  the  artist.  Of  an  impressionist 
bent,  Mrs.  Lesser’s  work  is  at  once  descriptive 
and  colorful;  however,  the  quality  of  the  work 
is  not  homogeneously  good.  Her  work  ranges 
from  line  sketches  of  exquisite  simplicity, 
through  color  renditions  of  magnificent  and 
startling  excitement,  to  morbid  masses  of  in- 
discernible, muddy  color,  punctuated  by 
meaningless  patchworks  of  light.  Most  of  the 
scenes  are  readily  recognized  as  classroom, 
clinic,  and  general  hospital  environment; 
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however,  in  the  absence  of  the  written  text, 
the  art  work  itself  would  not  serve  in  any 
way  to  impart  to  the  reader  the  emotions  the 
artist  so  liberally  verbalizes. 

Although  the  foreword  claims  an  evolution 
in  the  author’s  art  from  her  first  year  experi- 
ence to  the  fourth,  a change  from  vagueness 
to  specificity,  this  reader  was  unable  to  appre- 
ciate such  an  evolution.  The  artist’s  strongest 
asset  is  her  ability  to  rapidly  capture  what 
often  must  have  been  a hasty  and  abbreviated 
experience. 

Mrs.  Lesser  has  attempted  to  prepare  a col- 
lection of  art  plates  and  text  to  appeal  to  both 
physician  and  layman.  She  has  been  partially 
successful.  Both  layman  and  physician  will 
find  her  palette  generally  interesting  even 
though  occasionally  repetitious,  but  I doubt 
that  the  layman  can  feel  the  emotions  of  learn- 
ing medicine  from  the  compositions  since  the 
text  is  altogether  mediocre  with  but  occasional 
purple  patches  of  literary  style. 

What  then  is  left?  A rather  expensive  set 
of  prints  that  a grateful  physician  might  con- 
sider as  a gift  to  a colleague  in  the  hope  that 
the  reader  will  find  in  it  a few  moments  of 
personal  nostalgia  and  reflection. 

Carl  I.  Classman,  M.D. 

X » 

CURRENT  CONCEPTS  ON  AMPHETAMINE  ABUSE 
edited  by  Everett  H.  Ellinwood  and  Sidney  Cohen, 
National  Institute  of  Mental  Health,  1972.  238  pp. 

Although  this  paperback  book  contains  the 
proceedings  of  a workshop  held  at  Duke  Uni- 
versity, June  1970,  it  was  not  published  in 
final  form  until  1972.  It  has  an  impressive 
number  of  contributions  from  the  drug  abuse 
and  clinical  toxicology  disciplines  and  should 
prove,  even  now,  a valuable  reference  in  am- 
phetamine pharmacology. 

Much  drug  abuse  literature  is  based  solely 
on  one  person’s  observation  of  the  drug  cult  in 
a particular  area  of  the  country  and  is  most 
times  nominally  useful.  This  book,  however, 
not  only  covers  the  basic  pharmacology  and 
physiology  of  amphetamine  use  in  animals  and 
man,  but  also  discusses  central  nervous  sys- 


tem changes  related  to  the  so-called  “non- 
amphetamine diet”  medications  and  cocaine. 

The  audience  for  this  particular  book  could 
include  almost  anyone  working  in  drug  abuse 
or  pharmacology,  but  the  initial  thirteen  chap- 
ters require  a bit  too  much  scientific  exper- 
tise for  anyone  but  physiologists,  pharma- 
cologists, physicians,  and  other  well-trained 
health  professionals.  The  last  seven  chapters 
on  the  clinical  aspects  are  well  written  but  put 
emphasis  on  the  “speed  freak”  and  the  coun- 
ter culture  abusers  and  completely  ignore  the 
more  common  poly-abuser  and  serious  abuser 
in  middle  class  society. 

Janet  P.  Kramer,  M.D. 

•4:  ‘J&  «=' 

FAMILY  PRACTICE  SPECIALTY  BOARD  REVIEW,  2nd 
ed.,  by  John  E.  Verby,  M.D.,  Medical  Examination 

Publishing  Co.,  Flushing,  N.Y.,  1973.  318  pp. 

Price  $12.00. 

This  book  is  written  by  a professor  of  the 
Department  of  Family  Practice  and  Commun- 
ity Health  at  the  University  of  Minnesota 
Medical  School.  It  gives  1513  multiple  choice 
questions  for  physicians  preparing  to  take  the 
American  Board  of  Family  Practice  certifying 
examinations  (and  re-examinations  every  six 
years!).  It  provides  an  opportunity  to  be- 
come familiar  with  the  mechanical  form  of  the 
examinations  and  also  serves  to  point  out  areas 
of  weakness  needing  further  study. 

The  1513  questions  cover  the  background 
areas  of  pharmacology,  therapeutics,  and  labo- 
ratory diagnosis,  the  clinical  areas  of  internal 
medicine,  ob-gyn,  surgery,  urology,  neurology, 
and  psychiatry,  and  the  special  areas  of  pre- 
ventive medicine  and  public  health,  medical 
sociology,  legal  medicine,  behavior  modifica- 
tion in  children,  and  family  therapy,  all  of 
which  are  stressed  in  current  training  of  our 
new  breed  of  family  physicians. 

Questions  are  multiple  choice,  and  correct 
answers  are  all  noted  in  the  back  of  the  book. 
Dr.  Verby  makes  the  very  proper  observation 
that  it  will  do  the  reader  little  good  to  rely 
only  on  looking  up  the  answers  in  the  back 
where  they  are  given  without  explanation  or 
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IS  YOUR  RETIREMENT  PLAN 


STILL  ON  TARGET? 


At  some  time  or  other,  all  of  us  have  given  consideration  to  a 
financial  plan  that  will  assure  a comfortable  retirement. 

Unfortunately,  all  too  few  of  us  review  our  plans  periodically  to 
see  if  they  are  standing  up  under  the  tests  of  time  and  changing 
circumstances. 

CANNON  & COMPANY,  INC.,  the  service  agent  for  PRO  SERVICES, 
INC.  and  your  Society  Keogh  Plan,  offers  all  Society  members  a free, 
no  obligation  “financial  check-up”  including: 

• Measure  Your  Current  Needs 

• Estimate  your  Retirement  Needs 

• Project  Your  Current  Plan  to  Retirement 

• Integrate  Your  Plan  with  the  New  Keogh  Law 

• Maximize  Your  Tax  Deductions 

Start  planning  early  to  take  full  advantage  of  the  larger  Keogh 
deductions  available  to  you  this  year. 

CALL  OR  WRITE 

CANNON  & COMPANY,  INC. 

Dublin  Hall,  Suite  419 
1777  Walton  Road 
Blue  Bell,  Pennsylvania,  19422 
(215)  542-1420 

JAMES  R.  CASTLE,  PRESIDENT 
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discussion;  the  essential  purpose  of  the  hook 
is  to  show  the  reader  where  he  has  a deficit, 
so  that  he  can  give  direction  to  his  further 
study. 

In  some  sections  of  this  hook  the  questions 
are  on  isolated  factual  material.  In  others  a 
case  history  is  given;  then  serial  questions  are 
asked  which  lead  step  by  step  through  the 
clinical  conduct  of  the  case;  along  the  way 
x-rays,  photographs,  pathological  slides,  and 
laboratory  results  are  shown,  all  of  which  re- 
quire interpretation. 

From  the  vantage  point  of  one  who  has 
taken  the  examinations  and  will  soon  face 
the  re-certifying  examinations,  I recommend 
Dr.  Verby’s  book  is  a great  help  in  organizing 
preparation  for  the  American  Board  of  Family 
Practice  examinations. 

David  Platt,  M.D. 
«« 

EDUCATION  AND  MANAGEMENT  OF  THE  PATIENT 
WITH  DIABETES  MELLITUS  (Conference,  Minne- 
apolis, March  1972),  Diabetes  in  the  News,  Chi- 
cago, 1973.  99  pp.  Price  $5.95. 

This  is  a nice  text  which  could  be  very  use- 
ful when  implementing  an  instructional  pro- 
gram for  the  patient  with  diabetes  mellitus. 
I find  it  to  be  too  complex  for  my  solitary 
practice;  however,  I think  in  a group  situa- 
tion or  in  a clinic  setting  it  could  be  most 
helpful,  particularly  if  paramedical  people  are 
available  to  implement  the  system.  For  my 
own  purposes  I find  Chapter  6,  which  is  a 
bibliography  of  education  materials,  to  be  very 
handy. 

Robert  G.  Altschuler,  M.D. 

1!?  U?  «« 

MEDICAL  MANAGEMENT  OF  PRIMARY  HYPER- 
TENSION by  L.  B.  Page,  M.D.,  and  J.  J.  Sidd,  M.D., 
Little,  Brown  & Co.,  Boston,  Mass.,  1973.  Price 
$9.50. 

This  is  a concise  and  surprisingly  clear  pres- 
entation of  the  management  of  hypertension. 
There  are  brief  chapters  on  the  risk  of  hyper- 


tension, factors  in  development  of  hyperten- 
sion, and  results  of  antihypertensive  therapy. 
This  is  followed  hy  the  bulk  of  the  book  deal- 
ing with  the  different  antihypertensive  drugs, 
their  mode  of  actions,  uses,  and  side  effects. 

The  authors  have  done  a good  joh  in  cover- 
ing their  subject  in  70  pages  by  limiting  the 
discussion  to  the  management  of  Primary  Hy- 
pertension. There  is  no  attempt  to  cover  dif- 
ferential diagnosis  or  treatment  of  other  types 
of  hypertension.  For  this  reason  I find  the 
book  quite  useful  for  the  practicing  physician. 
I feel  it  takes  a rather  narrow  problem  and 
covers  it  well.  However,  let  me  add  that  this 
“narrow”  problem  encompasses  a large  seg- 
ment of  the  primary  physician’s  practice.  I 
recommend  it  for  any  physician  treating  hy- 
pertension. 

Harvey  E.  Mast,  M.D. 

Is  ‘.s  *.!? 

CANCER  COMMUNIQUE 

Continued  from  page  200 
Registry  to  evaluate  end  results,  mortality, 
incidence  rates,  etc. 

Program  Committee:  This  committee  as- 
sists in  initiating  and  coordinating  all  pro- 
grams under  the  Delaware  Cancer  Network. 
The  committee  also  reviews  all  proposals  prior 
to  submittal  to  the  National  Cancer  Institute. 

In  addition  to  these  operating  committees, 
it  is  expected  that  the  following  committees 
wiU  be  established  in  the  near  future; 

• Membership 

• Transportation 

• Facilities/Equipment 

• Legislative 

The  very  nature  of  the  Delaware  Cancer 
Network  is  that  of  a cooperative  program.  It 
is  a totally  open  program  available  to  any 
physician  or  allied  health  professional  inter- 
ested in  furthering  the  cooperative  concepts 
upon  which  the  Network  is  based  and  willing 
and  able  to  make  a contribution.  Active 
committee  members  are  needed  for  many  com- 
mittees, and  there  is  still  much  to  be  done  to 
assure  the  success  of  the  program.  If  you 
wish  to  become  involved,  you  will  be  wel- 
comed. 
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Speakers  on 
“Ask  the  Doctor” 


NEH  Grant 


Delawareans  in 
WMC  Residency 
Programs 


Infectious  Disease 
Symposium 


Speakers  for  May,  1975  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  May  6,  Russell  J.  Labo- 
witz,  M.D.,  Rheumatoid  Arthritis;  May  13,  Maurice  A.  Thew,  M.D.,  Teen- 
Age  Skin  Problems;  May  20,  William  A.  Taylor,  M.D.,  Antibiotics  and  the 
Common  Cold;  May  27,  Joseph  A.  Glick,  M.D.,  Changing  Patterns  in  Drug 
Abuse. 

The  National  Endowment  for  the  Humanities  announces  the  availability  of 
funds  for  a seminar  in  Galveston,  Texas,  September  8 through  October  3, 
1975.  The  seminar  will  review  areas  of  current  ethical  controversy  in  medi- 
cine. It  will  relate  such  issues  as  rights  and  duties  of  patients  and  practi- 
tioners, and  concepts  such  as  the  quality  of  life  and  human  dignity  to 
decision-making  in  medical  practice.  Twelve  to  fifteen  participants,  from 
all  branches  of  the  health  professions,  will  be  chosen  by  the  director  in  con- 
sultation with  a selection  committee.  Participants  will  attend  tuition-free 
and  will  receive  a $1,200  stipend  for  room  and  board,  plus  reimbursement 
for  travel  costs  up  to  a maximum  of  $300.  They  may  be  accompanied  by 
members  of  their  families,  but  at  no  increase  in  stipend.  Deadline  for 
receipt  of  application  is  May  19.  For  information  contact:  Professor  H. 
Tristam  Engelhardt,  Jr.,  Institute  for  the  Medical  Humanities,  University 
of  Texas  Medical  Branch,  Galveston,  Texas  77550,  (713)  765-2376. 

Nine  Delawareans  are  among  the  30  new  “first-year  residents”  appointed 
recently  to  the  Wilmington  Medical  Center’s  House  Staff  beginning  July 
1st.  Eight  of  these  are  students  at  Jefferson  Medical  College,  sponsored  by 
the  Delaware  Institute  of  Medical  Education  and  Research  Program 
(DIMER).  The  ninth  resident  will  graduate  from  the  University  of  Penn- 
sylvania School  of  Medicine.  The  Delaware  residents  are  Bruce  Turner 
and  David  Jezyk,  Wilmington;  Richard  Blutstein,  Thomas  Maxwell,  John 
Hocutt,  and  Cheryl  McJunkin,  Newark;  Gary  Owens,  Laurel;  Edward  Wil- 
liams, Claymont;  and  Carl  Turner,  Milford. 

The  first  session  of  the  Twelfth  Annual  Infectious  Disease  Symposium  will 
be  held  Tuesday  evening.  May  6th,  at  the  Rehoboth  Beach  Country  Club 
where  Sydney  Ross,  M.D.,  will  speak  on  “Ampicillin  Resistant  Hemophilus 
Influenzae  and  Its  Implications.”  The  sessions  May  7th  through  May  9th 
will  be  held  at  the  Delaware  Academy  of  Medicine.  The  Armine  T.  Wilson 
Memorial  Oration  will  be  given  by  Floyd  W.  Denny,  M.D.,  on  “The  Role 
of  Mycoplasmas  in  Human  Disease.”  William  J.  Mogabgab,  M.D.,  will 
present  the  Gerald  A.  Beatty  Memorial  Lecture  on  “Prospects  for  the  Con- 
trol of  Pneumonias.”  Other  featured  speakers  and  panel  members  will  be 
Maxwell  Finland,  M.D.,  Sherwood  L.  Gorbach,  M.D.,  Donald  G.  Hamilton, 
M.D.,  Albert  S.  Klainer,  M.D.,  Lawrence  J.  Kunz,  Ph.D.,  David  I.  Lintz, 
M.D.,  Harry  Most,  M.D.,  James  J.  Rahal,  Jr.,  M.D.,  Martin  F.  Randolph, 
M.D.,  George  M.  Savage,  Ph.D.,  and  Marvin  Turck,  M.D.  No  pre-registra- 
tion is  required. 
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CLINICAL  NOTICES  AND  MEETINGS 

American  College  of  The  American  College  of  Chest  Physicians  will  sponsor  a course  on  “Exercise:  Current 


Chest  Physicians 

Concepts  in  Clinical  Cardiopulmonary  Disease”  in  Philadelphia,  May  12-13,  1975.  A 
course  on  “Critical  Care — A Postgraduate  Course  for  Nurses  and  Physicians”  will  be 
held  in  Nashville,  Tennessee,  June  23-25,  1975.  For  information  contact:  Bradford 
W.  Claxton,  M.Ed.,  Director  of  Continuing  Education,  American  College  of  Chest 
Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois  60068. 

Exercise  Stress 
Testing  Symposium 

A symposium  on  “Exercise  Stress  Testing  and  Prescription”  will  be  held  at  East 
Stroudsburg  State  College,  East  Stroudsburg,  Pennsylvania,  May  15-17,  1975.  For 
information  contact:  Herb  Weber,  Ph.D.,  Human  Performance  Lab,  East  Stroudsburg 
State  College,  East  Stroudsburg,  Pennsylvania  18301. 

Symposium  on 
Genetics  and 
the  Law 

The  American  Society  of  Law  & Medicine  and  the  National  Genetics  Foundation  will 
co-sponsor  a National  Symposium  on  Genetics  and  the  Law  in  Boston  Massachusetts, 
May  19-20,  1975.  For  information  contact:  The  American  Society  of  Law  & Medicine. 
454  Brookline  Avenue,  Boston,  Massachusetts  02215. 

Sports  Medicine 
Meeting 

The  Twenty- second  Annual  Meeting  of  the  American  College  of  Sports  Medicine  will 
be  held  in  New  Orleans,  Louisiana,  May  22-24,  1975.  A wide  range  of  sports  medicine 
topics  will  be  covered  in  informal  sessions  and  symposia.  For  information  contact: 
American  College  of  Sports  Medicine,  1440  Monroe  Street,  Madison,  Wisconsin  53706. 

Medical  Society  of 
New  Jersey 
Annual  Meeting 

The  members  of  the  Medical  Society  of  Delaware  are  invited  to  attend  the  209th  An- 
nual Meeting  of  the  Medical  Society  of  New  Jersey  in  Cherry  Hill,  New  Jersey,  May 
31-June  3,  1975.  For  information  contact:  Mrs.  Marion  R.  Walton,  Convention  Man- 
ager, Medical  Society  of  New  Jersey,  P.O.  Box  904,  Trenton,  New  Jersey  08605. 

American  College 
of  Physicians 

The  following  Postgraduate  Programs  are  offered  by  the  American  College  of  Phy- 
sicians: “Selected  Topics  in  Internal  Medicine,”  in  Washington,  D.C.,  May  8-10;  “Re- 
cent Developments  in  Medical  Oncology,”  in  Philadelphia,  May  12-14;  “Respiratory 
Pathophysiology,”  in  Montreal,  Canada,  May  15-17  “Advances  in  Clinical  Immunology,” 
in  Baltimore,  Maryland,  May  19-21;  “Critical  Care  Medicine  and  Intensive  Care 
Units,”  in  New  York  City,  May  19-23;  “Advances  in  Internal  Medicine,”  in  Cincin- 
nati, Ohio,  May  19-23;  “Hematology  and  Oncology,  1975,”  in  Chicago,  Illinois,  June 
2-6.  For  information  write:  Registrar,  Postgraduate  Course,  ACP,  4200  Pine  Street, 
Philadelphia,  Pennsylvania  19104. 

CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a 'professional  nature  are  free  to  members. 


OFFICE  FOR  RENT:  1208  Delaware  Avenue,  Wil-  SITUATION  WANTED:  Pediatric  nurse  practitioner 

mington.  Approximately  1200  square  feet.  Waiting  moving  into  area  shortly  desires  position  in  a family 

room,  consultation  room,  two  examining  rooms,  sec-  practitioner  or  pediatrician’s  office.  Resume  sent 

retary’s  office,  two  restrooms,  one  storage  room.  For  upon  request.  Reply  in  care  of  Delaware  Medical 

further  information  call:  428-2596  or  798-1684.  Journal. 

OFFICE  FOR  RENT:  1000  square  feet  of  space  lo-  HEMATOLOGIST:  Board  certified  in  hematology 

cated  at  25  Milltown  Road.  Building  is  in  shell  and  internal  medicine.  Interested  in  clinical  practice 

condition  awaiting  needs  of  a tenant.  Inquire  of  hematology  as  well  as  internal  medicine  and  on- 

Randall  S.  Brush,  571-5699.  cology. 
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, J According  to  her  major 
■/liptoms,  she  is  a psychoneu- 
ll.c  patient  with  severe 
|;iety.  But  according  to  the 
jJ  cription  she  gives  of  her 
'liings,  part  of  the  problem 
y sound  like  depression. 
j.s  is  because  her  problem, 
lOUgh  primarily  one  of  ex- 
sive  anxiety,  is  often  accom- 
I |iied  by  depressive  symptom- 
jlogy.  Valium  (diazepam) 

( provide  relief  for  both— as 
|excessive  anxiety  is  re- 
f’ed,  the  depressive  symp- 
is  associated  with  it  are  also 
n relieved. 

There  are  other  advan- 
;s  in  using  Valium  for  the 
[lagement  of  psychoneu- 
c anxiety  with  secondary 
ressive symptoms:  the 
chotherapeutic  effect  of 
ium  is  pronounced  and 
id.  This  means  that  im- 
vement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


wium; 

(diazepam) 

2-mg,  5-ing,  10-mg  tablets 


iveillance  because  of  their  predisposi- 
lli  to  habituation  and  dependence.  In 
Hgnancy,  lactation  or  women  of  child- 
iiring  age,  weigh  potential  benefit 
^linst  possible  hazard, 
xautions:  If  combined  with  other  psy- 
ptropics  or  anticonvulsants,  consider 
:|  efully  pharmacology  of  agents  em- 
:iyed;  drugs  such  as  phenothiazines, 
j cotics,  barbiturates,  MAO  inhibitors 
!ji  other  antidepressants  may  potentiate 
faction.  Usual  precautions  indicated  in 
ients  severely  depressed,  or  with  latent 
joression,  or  with  suicidal  tendencies. 

I 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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t^etter^  to  tke  ^Aitor 


To  the  Editor: 

The  American  College  of  Surgeons  has  just 
issued  a timely  report  on  the  professional  lia- 
bility insurance  crisis.* 

The  report  clearly  concludes  that  this  is- 
sue is  now  one  of  “public  liability.”  Everyone 
involved  in  the  health  problem,  be  he  patient 
(now  often  inappropriately  referred  to  as  the 
consumer),  treating  physician  (now  often 
called  a provider),  or  third  party  carrier 
(meaning  some  other  guy  who  pays  the  bill). 

It  follows  that  whether  we  are  sick  or  well, 
this  serious  public  issue  now  requires  wise 
legislative  action.  Unfortunately,  legislation 
will  not  correct  the  entire  problem.  We  wish 
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to  bring  this  current  status  report  on  profes- 
sional liability,  a term  more  correct  than  “mal- 
practice,” to  the  attention  of  all  Delaware  phy- 
sicians. 

It  is  our  hope  that  all  will  study  these  mat- 
ters and  bring  them  to  the  attention  of  our 
state  representatives,  who  are  also  deeply  con- 
cerned about  the  problem  and  who  now  are 
being  requested  by  our  national  leadership  to 
take  statewide  remedies  to  help  the  current 
trends. 

Pierre  L.  LeRoy,  M.D. 

‘Editor’s  Note:  The  complete  report  appeared  in  the  April  ’75  is- 
sue of  the  Bulletin  of  the  American  (’ollege  of  Surgeon.s  and  is 
available  from  tlie  office  of  the  Medical  Sf>cioty  of  Delaware, 
b.S8-7596. 
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IRA  BURNS,  M.D. 

Dr.  Ira  Burns,  a native  of  Cecil  County, 
Maryland,  died  December  7 at  the  Pennsyl- 
vania Hospital  Institute  in  Philadelphia.  He 
was  92. 

Dr.  Burns  was  born  on  April  26,  1882,  in 
Bayview,  Cecil  County,  Maryland,  the  son 
of  the  late  George  and  Anna  Louise  Priest 
Burns.  He  graduated  from  the  University  of 
Maryland  in  1905.  He  practiced  at  Havre 
de  Grace  for  one  year,  and  at  Oil  City,  Penn- 
sylvania, for  three  years,  and  was  a medical 
examiner  for  the  Pennsylvania  Railroad  Com- 
pany before  coming  to  Wilmington  as  a 
Radiologist  at  the  Wilmington  General  Hos- 
pital in  1913.  He  became  a Board  Certified 
Radiologist  in  1938.  Dr.  Burns  retired  from 
the  hospital  in  1943  but  continued  to  do  Radi- 
ology in  private  practice  in  Wilmington  for  a 
few  more  years.  He  then  lived  in  Florida  for 
18  years. 

Dr.  Burns  returned  to  Wilmington  with  his 
wife  shortly  before  his  death.  His  wife,  Doro- 
thy, preceded  him  in  death  by  two  months. 
They  had  no  children. 

He  is  survived  by  his  sister,  Florence  Kinney 
of  Havre  de  Grace. 

Floro  M.  Resurreccion,  M.D. 

K V£  « 


LEMUEL  C.  McGEE,  M.D. 

Lemuel  C.  McGee,  M.D.,  Wilmington,  Del- 
aware, was  born  in  New  Boston,  Texas,  on 
August  2, 1904  and  died  on  February  28,  1975, 
at  his  home  after  a long  illness.  He  received 
his  A.B.  degree  from  Baylor  University,  Waco, 
Texas,  in  1924  and  a Ph.D.  degree  from  the 
University  of  Chicago  before  receiving  his 
M.D.  degree  from  Rush  Medical  College  in 
1929.  Dr.  McGee  joined  Hercules,  Inc.,  as 


Medical  Director  in  1940  and  retired  in  1969. 
He  was  elected  a fellow  of  the  American  Col- 
lege of  Physicians  in  1938  and  served  as  the 
College  Governor  for  Delaware  from  1948  to 
1957.  He  was  the  American  College  of  Phy- 
sicians’ Vice-President  in  1957-58  and  the 
Marshal  of  the  annual  convocation  for  many 
years. 

He  practiced  and  taught  medicine  in  Dallas, 
Texas,  and  later  practiced  in  Elkins,  West 
Virginia.  In  1939  and  early  1940,  he  was  a 
research  fellow  in  medicine  and  biochemistry 
at  Harvard  University  Medical  School  and  at 
the  Peter  Bent  Brigham  Hospital,  Boston. 
He  was  the  author  of  more  than  80  papers  in 
medical  and  scientific  journals  and  of  three 
editions  of  “A  Student  Manual  of  Industrial 
Medicine.” 

Dr.  McGee  was  a member  of  the  New 
Castle  County  Medical  Society  and  the  Medi- 
cal Society  of  Delaware,  of  which  he  was  Past 
President.  He  served  on  the  Atomic  Energy 
Commission’s  Advisory  Committee  for  Biology 
and  Medicine.  He  was  a member  of  the  Board 
of  Directors  of  the  Industrial  Medical  Associa- 
tion and  received  the  Knudson  Award  for 
1958-59  for  outstanding  contributions  in  the 
field  of  Industrial  Medicine.  In  1937  he  was 
certified  by  the  American  Board  of  Preventive 
Medicine.  Dr.  McGee  was  a Past  President 
of  Kiwanis  Club  of  Wilmington  and  a mem- 
ber of  the  Board  of  Directors  of  the  Family 
Service  of  Northern  Delaware.  He  was  ac- 
tive in  the  Travelers  Aid  Society,  the  United 
Fund  of  Northern  Delaware,  the  Delaware 
Division  of  the  American  Cancer  Society,  and 
the  Delaware  Heart  Association. 

He  is  survived  by  his  wife,  Mary  Virginia; 
two  daughters,  Mrs.  Madeleine  Nichols  of 
New  York  City,  and  Mrs.  Lenore  Luscher  of 
Dallas;  a brother,  Vernon  A.  McGee  of  Austin, 
Texas,  and  a sister,  Mrs.  Elizabeth  C.  Mock 
also  of  Texas. 

Herbert  M.  Baganz,  M.D. 
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CHANGING  PATTERNS  OF  PENICILLIN 
SUSCEPTIBILITY  OF  COMMUNITY 
STRAINS  OF  STAPHYLOCOCCI 

William  J.  Holloway,  M.D, 
Janet  L.  Clark,  Ph.D. 


Since  the  early  1950’s,  staphylococci  isolated 
from  hospital  patients  have  shown  a high  in- 
cidence of  penicillin  resistance  requiring  ap- 
propriate adjustments  in  initial  antibiotic  ther- 
apy. Meanwhile,  staphylococci  isolated  from 
community-based  patients  remained  suscepti- 
ble to  penicillin,  and  this  antibiotic  was  used 
with  some  degree  of  confidence  in  outpatients 
with  staphylococcal  infection.  An  annual  sur- 
vey of  the  antibiotic  susceptibility  of  strains 
of  Staphylococcus  Aureus  isolated  from  pa- 
tients in  the  Wilmington  Medical  Center  over 
the  past  seven  years  has  shown  that  eighty 
percent  of  the  hospital  staphylococci  have  been 
penicillin-resistant,  but  a survey  of  community 
strains  has  not  been  done. 

A recent  report  by  Ross  calls  attention  to 
a significant  change  in  penicillin  susceptibility 

Dr.  Holloway  is  Head,  Infectious  Disease  Section,  Wilmington 
.Medical  Center. 

Dr.  Clark  is  Researcli  Coordinator,  Wilmington  Medical  Center. 
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of  strains  of  Staphylococcus  aureus  isolated 
from  children  in  the  Washington,  D.C.  area.^ 
In  addition,  in  the  past  year  we  have  noted 
that  most  of  the  staphylococci  isolated  from 
lesions  in  outpatients  have  been  penicillin- 
resistant.  The  Ross  report  and  our  observa- 
tions prompted  this  study  of  the  penicillin 
susceptibility  of  strains  of  Staphylococcus 
aureus  isolated  from  community  sources  in 
Wilmington. 

Material  and  Methods 

One  hundred  strains  of  coagulase-positive 
Staphylococcus  aureus  were  obtained  from 
community-based  patients  by  selecting  strains 
of  Staphylococcus  aureus  from  throat  cultures 
submitted  to  the  streptococcal  laboratory  at 
the  Wilmington  Medical  Center  (for  detection 
of  group  A streptococcus).  These  cultures 
were  processed  during  August  and  September 
of  1974. 
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TABLE  1 

SUSCEPTIBILITY  OF  STAPHYLOCOCCUS  AUREUS  TO  PENICILLIN 


MIC  (mcg/ml) 

<0.19 
0.39 
>0  39 


Community  Isolates 
Zone  size  (mm) 


<20  20-28  >28 


0 0 21 

3 0 1 

75  0 0 


Hospital  Isolates 
Zone  size  (mm) 


<20  20-28  >28 


0 3 13 

2 1 0 

810  0 


During  this  same  period,  100  strains  of 
coagulase-positive  Staphylococcus  aureus  cul- 
tured from  patients  in  the  Wilmington  Medi- 
cal Center  were  obtained  for  study. 

The  strains  of  staphylococci  were  isolated 
in  pure  culture  and  tested  by  the  Kirby-Bauer 
agar-disk  diffusion  technique  utilizing  a 10 
unit  penicillin  disk.  Zone  sizes  were  measured 
and  interpreted  as  follows:  a zone  size  greater 
than  28  mm  was  considered  susceptible,  zones 
of  less  than  21  mm  were  interpreted  as  resist- 
ant, and  zones  between  21  and  28  mm  indi- 
cated intermediate  susceptibility. 

The  penicillin  susceptibility  of  the  strains 
of  Staphylococcus  aureus  was  also  determined 
by  the  agar  dilution  technique  utilizing  Muel- 
ler-Hinton  agar,  the  results  being  expressed 
as  minimal  inhibitory  concentration  (MIC). 
The  Steers  replicator  was  used  to  apply  over- 
night broth  cultures  of  the  organisms  to  plates 
containing  penicillin;  if  less  than  ten  colonies 
grew  on  the  plate,  the  concentration  of  peni- 
cillin was  considered  to  be  inhibitory. 

Results 

As  determined  by  the  disk-agar  diffusion 
technique,  only  22%  of  the  organisms  from 
the  community  patients  were  susceptible  to 
penicillin.  (Table  1)  Utilizing  the  Steers  rep- 
licator technique,  the  minimal  inhibitory  con- 
centration for  21  of  these  22  isolates  was  less 
than  0.19  mcg/ml.  The  additional  sensitive 
strain  by  disk-agar  diffusion  technique  was 
susceptible  to  0.39  mcg/ml  of  penicillin  by  the 
Steers  replicator  technique. 


Among  the  staphylococci  isolated  from  hos- 
pitalized patients,  13%  were  penicillin-sus- 
ceptible and  four  were  considered  of  intermedi- 
ate susceptibility.  Sixteen  of  these  seventeen 
organisms  susceptible  by  the  disk  technique 
were  found  to  have  an  MIC  of  less  than  0.19 
mcg/ml  by  the  agar-dilution  technique.  One 
strain  of  Staphylococcus  aureus  found  to  have 
intermediate  susceptibility  by  the  disk-agar 
diffusion  technique  had  an  MIC  of  0.39  meg/ 
ml. 

As  will  be  noted  in  Table  1,  five  other 
strains  of  Staphylococcus  aureus  had  MIC’s 
of  0.39  mcg/ml  for  penicillin  even  though  the 
disk  zone  sizes  ranged  from  13  to  18  mm. 

When  the  MIC’s  of  the  community  and  hos- 
pital based  patients  are  compared,  it  is  noted 
that  the  organisms  isolated  from  the  com- 
munity patients  as  a group  are  slightly  less 
resistant,  having  a geometric  mean  of  2.19 
mcg/ml  compared  with  2.34  mcg/ml  for  the 
hospitalized  patients. 

Discussion 

The  ubiquitous  staphylococcus  is  a common 
cause  of  infections  in  patients  seen  in  office 
practice.  Fortunately,  many  such  infections 
(particularly  those  involving  skin  and  soft 
tissue)  respond  to  local  measures  and  do  not 
require  systemic  antibiotic  therapy.  How- 
ever, patients  with  extensive  infectious  pro- 
cesses or  signs  of  systemic  toxicity  should  re- 
ceive antibiotics  along  with  appropriate  local 
management.  Until  recently,  we  have  assumed 
that  the  majority  of  the  strains  causing  in- 
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fection  in  the  community-based  patient  are 
susceptible  to  the  action  of  penicillin,  and, 
therefore,  penicillin-G  and  penicillin-V  have 
been  used  for  the  treatment  of  such  infections. 
This  study  confirms  recent  reports  that 
changes  have  occurred  in  penicillin  suscepti- 
bility, requiring  a change  in  therapeutic  ap- 
proach. 

The  reason  for  this  increase  in  penicillin 
resistance  among  the  strains  of  staphylococci 
in  the  community  is  unknown.  It  has  been 
suggested  that  the  indiscriminate  use  of  anti- 
biotics has  eliminated  the  penicillin-suscep- 
tible strains  of  microorganisms  and  afforded  a 
favorable  environment  for  penicillin-resistant 
strains  of  staphylococci.^  However,  additional 
factors  must  be  operative  at  this  time  because 
the  indiscriminate  use  of  antibiotics  in  the 
community  has  been  prevalent  for  at  least 
twenty-five  years. 

A second  suggestion  has  been  that  patients 
discharged  from  the  hospital  have  dissemin- 
ated resistant  staphylococci  into  the  commun- 
ity, but  this  should  have  occurred  in  the  I960’s 
when  hospital-acquired  staphylococcal  infec- 
tions were  much  more  rampant  than  today. 

It  is  possible  that  genetic  changes  are  occur- 
ring in  the  staphylococcus  accounting  for  shifts 
in  antibiotic  susceptibility  and  virulence.  Dur- 
ing the  past  few  months,  a significant  increase 
in  the  incidence  of  staphylococcal  sepsis  has 
been  noted  among  hospital  patients.^ 

Whatever  the  reasons  for  these  changes  in 
antibiotic  susceptibility,  the  practical  problem 
must  be  met  by  the  clinicians  faced  with  the 
outpatient  with  a staphylococcal  infection.  As 
suggested  by  Ross^  and  Klein,^  it  no  longer 
seems  prudent  to  use  penicillin-G  or  penicillin- 
V as  initial  therapy  for  outpatients  with 
staphylococcal  infections.  Current  proper  ini- 
tial therapy  would  include  a penicillinase-re- 
sistant penicillin  such  as  nafcillin,  oxacillin, 
cloxacillin,  or  dicloxacillin.  Among  the  satis- 
factory alternate  agents  are  the  oral  cephalo- 
sporins and  the  lincomycin  and  erythromycin 
group. 

The  major  impact  of  this  change  in  therapy 


is  an  economic  one  as  the  available  prepara- 
tions of  penicillin-G  and  penicillin-V  are  sig- 
nificantly cheaper  than  any  of  the  alternative 
agents.  Even  allowing  for  a variation  in  price 
of  the  alternate  antibiotic  agents,  the  patient 
is  faced  with  an  average  ten-fold  increase  in 
price  for  the  treatment  of  staphylococcal  in- 
fections. 

One  suggested  approach  to  this  problem  is 
to  initiate  therapy  with  an  agent  effective 
against  resistant  strains  of  staphylococci  while 
awaiting  culture  results  that  might  allow  a 
change  in  therapy  to  the  less  expensive  formu- 
lations of  penicillin-G  and  penicillin-V.®  How- 
ever, this  approach  adds  the  laboratory  ex- 
pense of  a culture  and  susceptibility  determi- 
nation, so  one  might  elect  not  to  culture  and 
to  use  instead  an  alternative  agent  such  as 
erythromycin.^ 

Either  of  these  two  approaches  might  be 
employed  satisfactorily  in  the  treatment  of  a 
patient  with  suspected  staphylococcal  infec- 
tion. The  clinician  will  have  to  individualize 
the  treatment  of  each  patient.  Factors  which 
will  influence  the  management  of  these  pa- 
tients will  include  the  availability  of  culture 
facilities,  the  severity  and  extent  of  the  in- 
fectious process,  and  the  anticipated  duration 
of  therapy. 

Summary 

Strains  of  Staphylococcus  aureus  isolated 
from  community-based  patients  have  shown 
a marked  increase  in  resistance  to  penicillin. 
Physicians  should  be  aware  of  this  change  so 
that  when  treating  patients  with  suspected 
staphylococcal  infections,  appropriate  adjust- 
ments in  therapy  can  be  made.  Unless  the 
susceptibility  of  the  infecting  strain  of  staphy- 
lococcus is  known,  the  treatment  of  choice 
would  be  a penicillinase-resistant  penicillin. 
The  oral  cephalosporins,  erythromycin,  and 
the  lincomycin  antibiotics  are  satisfactory  al- 
ternates. 
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CURRENT  CONCEPTS 
OF  ANTIBIOTIC  THERAPY 


Joseph  S.  Gonnella,  M.D. 


There  are  six  basic  principles  of  appropriate 
antimicrobial  therapy. 

1)  The  invading  organism  should  be  iden- 
tified. 

2)  Specific  therapy  should  be  aimed  at  the 
particular  invader,  rather  than  “shotgun 
therapy”  or  “umbrella  coverage.” 

3)  A single  antibiotic  or  chemotherapeutic 
agent  should  be  used  whenever  possible. 

4)  The  drug  chosen  should  be  used  for  an 
appropriately  adequate  length  of  time 
before  being  discontinued. 

5)  When  a carefully  chosen  drug  regimen 
fails,  another  drug  should  not  be  indis- 
criminately added  or  the  regimen 
changed.  Rather,  careful  reevaluation 
of  the  situation  should  be  made  with 
intensified  diagnostic  efforts  and  a search 
for  superinfection. 

6)  Clinical  response  is  more  important  thqn 
sensitivity  studies. 

Antibiotics  may  be  classified  as  bactericidal 
or  bacteriostatic.  Although  much  is  known 
about  their  mechanism  of  action,  there  are 
still  gaps  in  our  knowledge.  (Table  I)  For 
most  antibiotics  it  is  important  that  adjust- 
ments be  made  in  the  doses  when  renal  func- 
tion is  altered.  (Table  II) 

For  those  physicians  who  would  like  to  test 
their  current  antibiotic  “savvy,”  a quiz,  with 
answers,  is  provided. 

ANTIBIOTIC  QUIZ 

I Choose  the  best  answer. 

1.  In  suspected  Bacteroides  septicemia  which 

Dr.  Gonnella  is  Associate  Professor  of  Medicine,  Jefferson 
Medical  College. 


is  the  antibiotic  of  choice? 

A)  Methicillin 

B)  Gentamicin 

C)  Cleomycin  (clindamycin) 

D)  Chloramphenicol 

E)  Kanamycin 

Answer 

2.  A 32-year-old  Black  woman  with  sickle  cell 
anemia  has  septic  arthritis  of  her  left  knee. 
The  most  likely  bacterium  is: 

A)  Pneumococcus 

B)  Salmonella 

C)  Gonococcus 

D)  Streptococcus 

E)  Staphylococcus 

Answer  

3.  Which  of  the  following  antibiotics  acts  pri- 
marily by  disturbing  the  synthesis  of  the 
bacterial  cell  wall? 

A)  Clindamycin 

B)  Gentamicin 

C)  Carbenicillin 

D)  Chloramphenicol 

E)  Tetracycline 

Answer  

4.  Which  of  the  following  antibiotics  acts  pri- 
marily by  interfering  with  protein  synthe- 
sis? 

A)  Lincomycin 

B)  Methicillin 

C)  Keflin 

D)  Vancomycin 

E)  Ampicillin 

Answer  

5.  Many  patients  are  treated  with  more  than 
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one  antibiotic.  While  combination  therapy 
is  useful  in  diseases  such  as  tuberculosis  and 
bacterial  endocarditis,  antagonism  can  oc- 
cur if  an  improper  combination  is  used  (ie, 
the  combination  is  less  effective  than  the 
single  use  of  either  drug).  Of  the  following 
antibiotic  combinations  which  would  most 
likely  lead  to  antagonism?  Choose  only  one. 

A)  Penicillin  and  Tetracycline 

B)  Penicillin  and  Kanamycin 

C)  Penicillin  and  Gentamicin 

D)  Penicillin  and  Streptomycin 

E)  Methicillin  and  Colistin 

Answer  

SI  Directions:  For  each  of  the  questions  of  incom- 
plete statements  below,  ONE  or 
MORE  of  the  answers  given  is  (are) 
correct. 

Choose  A if  Number  1,  2 and  3 are  correct. 
B if  Number  1 and  3 are  correct. 

C if  Number  2 and  4 are  correct. 

D if  Number  4 is  correct. 

E if  all  are  correct. 

1.  Aminoglycosides  antibiotics  may  cause 

1)  Acoustic  damage 

2 ) Bone  marrow  depression 

3 ) Renal  failure 

4)  Respiratory  depression 

Answer  

2.  A 52-year-old  alcoholic  man  is  hospitalized 
for  a pulmonary  anaerobic  infection.  Of 
the  following  statements  which  are  true  as 
they  relate  to  anaerobic  infection? 

1 ) Foul  odor  to  the  sputum 

2)  Dental  disease 

3)  Involvement  of  dependent  pulmon- 
ary segments 

4)  A favorable  response  to  Kanamycin 
treatment 

Answer  

3.  Patients  with  deficient  “thymic-dependent” 
immunity  are  at  greater  risk  for: 

1 ) Cryptococcosis 

2)  Bacterial  meningitis 


3)  Tuberculosis 

4)  Salmonellosis 

III  Directions:  Each  group  of  questions  below  con- 

sists of  five  lettered  headings  fol- 
lowed by  a list  of  numbered  words 
or  phrases.  For  EACH  numbered 
word  or  phrase  select  the  ONE  let- 
tered heading  that  is  most  closely 
associated  with  it.  Each  lettered 
heading  may  be  selected  once, 
more  than  once,  or  not  at  all. 

Questions  1-3 

(A)  Effective  against  Candida  albicans 

(B)  Effective  against  Bacteroides  fragilis 

(C)  Effective  against  Pseudomonas  aeru- 
ginosa 

(D)  Inactivated  by  beta  lactamase  (peni- 
cillinase) 

( E ) Effective  against  penicillinase-produc- 
ing staphylococci 

1.  Methicillin 

2.  Keflin  

3.  Ampicillin  

Questions  4-6 

(A)  Arteritis  is  frequently  seen  histologic- 
ally. 

(B)  Clindamycin  treatment  may  be  effec- 
tive. 

( C ) Kanamycin  treatment  may  be  effective. 

(D)  Patients  with  multiple  myeloma  are  at 
a greater  risk. 

(E)  Ampicillin  is  the  treatment  of  choice. 

4.  Bacteroides  pneumonia  ,. . . . 

5.  Pseudomonas  pneumonia  

6.  Pneumococcal  pneumonia  

IV  Directions:  Each  set  of  lettered  headings  below 

is  followed  by  a list  of  numbered 
words,  statements,  or  phrases.  For 
each  numbered  word,  statement,  or 
phrase  choose  one  of  the  following 
options. 

Questions  1-3 

(A)  Keflin 

(B)  Gentamicin 
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(C)  Both  Kef lin  and  Gentamicin 

(D)  Neither 

1.  Effective  against  Escherichia  coli 


2.  Effective  against  Pseudomonas  aerugi- 
nosa   

3.  Effective  against  Bacteroides  fragilis 


Questions  4-6 

(A)  Shigellosis 

(B)  Salmonellosis  (gastroenteritis) 

(C)  Both 

(D)  Neither 

4.  Bacteremia  is  common  . . 

5.  Patients  with  disseminated  cancer  are  at 


a greater  risk 

6.  Mucoid  and  bloody  diarrhea  is  a major 
finding 

Answers  will  be  found  on  page  278 
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Table  1:  Mechanisms  of  Action  of  Antimicrobial  Agents 

TYPE  OF 


ANTIBIOTIC 

ACTION* 

GENERAL  EFFECT 

BIOCHEMICAL  ACTION 

Cycloserine 

BC 

Prevents  synthesis 
of  cell  wall,  pro- 
motes osmotic  lysis 

Competes  with  D-alanine  fo 
sites  on  pentapeptide 
polymer  subunits 

Vancomycin 

BC 

Prevents  synthesis 

Block  mucopeptide  poly- 

Bacitracin 

BC 

of  cell  wall 

merization  by  interfering 

Ristocetin 

BC 

Promotes  osmotic 
lysis 

with  glycopeptide  syn- 
thetase 

Penicillins 

BC 

Prevent  synthesis 

Interfere  with  mucopeptide 

Carbenicillin 

BC 

of  cell  wal 1 

crosslinking  (lattice 

Cephalosporins 

BC 

Promotesosmotic 

lysis 

formation)  by  blocking 
transpeptidases 

Lystostaphin 

BC 

Degradation  of 
cell  wall 
Promotes  osmotic 
lysis 

Hydrolyzes  pentapeptides 
and  cleaves  carbohydrate 
backbone  of  cell  wall 

Polymyxin 

BC 

Detergent-like 

Disorientation  of  lipo- 

Colistin 

BC 

action  on  the 
cytoplasmic  mem- 
brane with  altera- 
tion of  permeability 
and  leakage  of  cell 
constituents 

protein  lamellae 

Nystatin 

antifungal 

Alter  permeability 

Bind  to  sterols  in  the 

Amphotericin  B 

an t i f unga 1 

of  Cytoplasmic 
memb  ran  e 

membrane  and  cause  re- 
arrangement of  lamellar 
structure 
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ANTIBIOTIC 

TYPE  OF 
ACTION* 

GENERAL  EFFECT 

BIOCHEMICAL  ACTION 

Novob io  c in 

Primarily  BS 

Uncertain,  affects 
protein  synthesis 
and  permeability 
of  cytoplasmic 
membrane 

Unknown,  ? depression 
RNA  synthesis 

Nalidixic  Acid 

BS 

Block  DNA  synthesis 

Uncertain 

Gr iseof ulvin 

Fungistat ic 

Cellular  replica- 
tion 

Chloramphenicol 

BS 

Inhibits  protein  syn- 
thesis 

Competes  with  messenger 
RNA  for  ribosomal  bind- 
ing sites 

Tetracyclines 

BS 

Inhibits  protein 
synt  he  s i s 

Inhibits  binding  of  trans- 
fer RNA  to  ribosomes 

Streptomycin 

BC 

Inhibits  protein 

Bind  to  30  S ribosomal  sub- 

Kanamy c in 
Neomycin 
Pentamycin 
Gen  tamycin 

synthesis 

units  forcing  misreading  of 
messenger  RNA  coding  and 
causing  incorporation  of 
incorrect  amino  acid  into 
peptides 

Erythromycin 

Primarily  BS 

Inhibits  protein 
synthesis 

Uncertain,  inhibition  of 
RNA  metabolism 

Lincomy cin 

Primarily  BS 

Inhibits  protein 
synthesis 

Uncertain,  inhibition  of 
RNA  50  S subunit  metabo- 
lism 

N i t r 0 f urant  o in 

Primarily  BS 

Uncertain 

Uncertain 

Sul f onami de  s 

Primarily  BS 

Prevent  growth  by 
pairing  one-carbon 
metabolism 

Compete  with  paramino- 
benzoic  acid  in  folic- 
acid  synthesis 

Spe  c t inomy c in 

BS 

Inhibits  protein 
synthesis 

Binds  to  a specific 
protein  site  on  the  30 
S ribosomal  subunit 

Clindamycin 

BS 

Inhibitor  of 

(BC) 

protein  bio- 
synthesis in  the 
cell  wall 

Has  an  affinity  for  the 
50  S ribosome.  It  may 
be  BC  in  high  concentra- 
t ion 

Rif  amp  in 

BS 

Inhibits  protein 

Inhibits  DNA-dependent 

or 

BC 

synthesis 

RNA  polymerase  by  block- 
ing the  RNA  chein 

Ethambutol 

Hydrochloride 

BS 

Inhibits  protein 
synthesis 

*BC=bactericidal ; BS  = bacteriostatic 
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TABLE  2-Antibiotic  dosage 

in  renal  failure 

Antibiotic 

Normal-36% 
normal  renal 
function 

(normal  creatinine) 

35-10%  normal 
renal  function 
( creatinine 
1 . 5-5 . 0) 

9-0%  (anuria)  of 
renal  function  j 

(creatinine^  5.0)  | 

Aq . Penicillin  G 

Normal  dose  depending 
on  infection 

Normal  dose,  but  high  dosage 
therapy  contraindicated 

Amplcillln 

Normal  dose  depending 
on  infection 

Normal  dose 

Normal  dose 

Oxacillin(IM  Or  IV) 

Normal  dose  depending 
on  Infection 

Normal  dose 

0.25-1.0  gm  q 6 

h 

Cloxacillin  (oral) 

Normal  dose  depending 
on  infection 

Normal  dose 

0.25-0.5  gm  q 6 

h 

Dicloxacillin 

Normal  dose  depending 
on  infection 

Normal  dose 

0.25-0.5  gm  q 6 

h 

Methicillin 

1 . 0- 3 . 0 gm  q 3- 6 h 

1 . 0-2 . 0 gm  q 
3-6  h 

1.0  - 2.0  gm  q 

4-8  b 

Naf cillin 

0.25-3.0  gm  q 3-6  h 

0.25-1.0  gm  q 
3-6  h 

0.25-1.0  gm  q 3 

-6  h i 

Cephalo  th  in 

1 . 0- 3 . 0 gm  q 3-6  h 

1 . 0- 2 . 0 gm  q 
6-8  h 

1.0  gm  q 6-24  h 

1 

Cephalorid ine 

0.25-1.0  gm  q 6 h 

Do  not  use 

Do  not  use 

Lincomycln  (oral) 

0.5  gm  q 6-8  h 

0.5  gm  q 6-12  h 

0.5  gm  q 12  h 

Lincomycin  (IM,IV) 

0.6  gm  q 8- 1 2 h 

0.6  gm  q 12  h 

0.6  gm  q 12  h or 
longer 

Erythromycin 

0.25-0.5  gm  q 6 h 

0.25-0.5  gm  q 6 h 

0.25-0.5  gm  q 6 

h 

Novobiocin 

0.25-0.5  gm  q 6 h 

0.25-0.5  gm  q6  h 

0.25-0.5  gm  q 6 

h 

Tetracycline 

and 

0.25-0.5  gm  q 6 h 

1st  day : 0.25  gm 
q 6 h 

Then : 0.5  gm  q 
1-2  days 

1st  day : 0.25 

q 6 h 

Then:  0.5  gm  q 

3-4  days 

gm 

Oxytetracycllne 

(oral) 

(do  not  give  intravenously) 

Chlortetracycline 
(or al ) 

0.25-0.5  gm  q 6 h 

0.25-0.5  gm  q 6h 

Use  not  advised 

Chloramphenicol 

0.25-1.0  gm  q 6 h 

0.25-1.0  gm  q 6 h 

(?)  Normal  dose 

INH 

300  mg  qd  (in  1 dose) 

100mgq8h+ 
pyr idoxine 

(?)  100  mg  qd  + 
pyr idoxine 
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TABLE  2 - Antibiotic 

dosage  in  renal 

f ailur  ^ 

Antibiotic 

Normal  - 36% 

35-10%  normal 

9-0%  (anuria)  of 

normal  renal 

renal  function 

renal  function 

function 

(Normal  creatinine) 

(creat inine 
1 . 5-5 .0) 

(creatinine  > 5.0) 

PAS 

4 gm  t . 1 . d . 

2 gm  t . i . d . 

Do  not  use 

Neomycin  (oral) 

1.5  gm  q 4-6  h 

Do  not  use 

Do  not  use 

Kanamycin  (oral) 

1.5  gm  q 4-6  h 

1 . 0 gm  q 8-12  h 

Do  not  use 

Kanamycln  (IM) 

7.5  mg/kg  q 12  h 

1st  day:  7.5  mg/kg 
q 12  h (x2) 

Then  : 7 . 5 mg/kg 
q 1-2  days 

1st  day: 

7.5  mg/kg  (Idose  only) 
Then:  7.5  mg/kg 
q 3-6  days 

Streptomycin 

0. 5-1.0  gm  q 12  h 

1st  day : 0 . 5 gm 

q 12  h (x2) 

Then : 0.5  gm  q 
1-2  days 

1st  day : 0.5  gm 
q 12  h (x2) 

Then : 0.5  gm  q 
3-4  days 

Vancomycin 

1 gm-  q 12  h 

1.0  gm  q 3-6  days 

1.0  gm  q 10  days 

Polymyxin  (IM,IV) 

0.8  mg/kg  q 8 h 

1st  day:  normal 
dosage 

Then : 0.8  mg/kg 
q 4 8 h 

1st  day:  nqrmal 
dosage 

Then:  0.8  mg/kg 
q 3 d 

Co 1 i s t ime  thra  t e ( IM) 

1.6  mg/kg  q 8 h 

1st  day:  normal 
dosage 

Then:  1.6  mg/kg 

q 36-38  h 

1st  day:  normal 
dosage 

Then:  1.6  mg/kg 
q 3 d 

Gentamicin (IM) 

0.4-1. 5 mg/kg  q 8 h 

1st  day:  normal 
dosage 

Then:  0. 4-1.0 
mg/kg  q 12-24  h 

1st  day:  1.0  mg/kg 
1 dose  only 
Then:  1.0  mg/kg 
q 3-4  days  or 
longer 

Nitrofurantoin 
(oral ) 

100  mg  q 6 h 

Do  not  use 

Do  not  use 

Nitrofurantoin(IV) 

180  mg  q 12  h 

Do  not  use 

Do  not  use 

Nalidixic  acid 

0 . 5-1 . 0 gm  q 6 h 

Do  not  use 

Do  not  use 

Sulfonamides 

Normal  dose 

Do  not  use 

Do  not  use 

Methenamine 

1.0  gm  q 6 h (+  urine 
acidification  to  pH 
5. 0-5. 5) 

Do  not  use 

Do  not  use 

Amphotericin 

1.0  mg/kg  3 x/wk  1.0  mg/kg  2 x/wk  Unknown 

(Dosage  depends  on  effect  on  creatinine  clearance) 
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THE  ACUTE  PSYCHIATRIC  PATIENT 
IN  THE  EMERGENCY  ROOM 


Martin  B.  Kassell,  M.D. 


The  term  “acute”  denotes  a situation  that 
occurs  suddenly  or  evolves  very  rapidly.  A 
common  example  is  one  where  an  individual 
receives  news  of  the  sudden  death  of  a loved 
one.  The  individuars  defenses  have  not  had 
adequate  time  to  mobilize,  and  he  thereby 
sustains  psychologic  or  emotional  trauma. 

A second  factor  that  is  identified  in  the 
term  “acute”  is  that  of  magnitude.  There  can 
be  s3mnptoms  present  which  by  virtue  of  in- 
tensity* alone  overwhelm  the  individuars  de- 
fenses, calling  for  intervention;  for  example, 
anxiety,  anger,  frustration,  grief  may  be  so 
intense  that  the  person  shows  disturbed  or  dis- 
abling behavior.  A second  subfactor  in  mag- 
nitude is  that  of  quantity.  This  is  seen  in 
those  situations  which  have  existed  for  a 
period  of  time  where  stress  or  symptoms  have 
been  developing  but  have  been  contained  by 
the  individual’s  defenses.  However,  at  that 
time  at  which  the  totality  of  stress  becomes 
too  great  the  situation  becomes  acute  and  re- 
quires intervention.  As  an  example,  a parent 
may  be  stressed  by  involvement  in  a marital 
problem,  difficult  children’s  behavior,  insuf- 
ficient finances,  etc.  and  yet  maintain  some 
degree  of  function.  Then  an  acute  mild,  self- 
limiting  infection  may  occur  or  a neighbor  may 
make  a small  complaint,  and  the  person  col- 
lapses or  loses  control  and  becomes  hysterically 
agitated — sufficiently  to  require  professional 
attention. 

Dr.  Kassell  is  Clinical  Assistant  Professor  of  Psychiatry  and 
Human  Behavior.  Thomas  Jefferson  Univerity  Hospital. 


This  paper  was  adapted  from  a presentation  which  was  part  of 
^e  ’74-’75  senes  Continuing  Medical  Education  for  Delaware 
Physicians. 


The  second  concept  to  be  considered  is  that 
of  the  psychiatric  patient.  The  psychiatric 
patient  is  defined  as  an  individual  who  is  los- 
ing or  has  lost  the  ability  to  cope  with  stress 
originating  from  within  or  without.  Extra-psy- 
chic stress  may  be  environmental,  interper- 
sonal, or  situational.  The  response  to  stress 
will  be  demonstrated  through  symptoms  and 
signs  which  take  the  form  of  disorders  of 
thought,  feelings,  mood,  and  behavior. 
Whether  one  will  see  the  type  of  symptom- 
atology of  the  neurotic  or  the  psychotic,  or 
whether  the  patient  will  be  acting-out  or  hav- 
ing somatic  symptoms  depends  upon  the  man- 
ner in  which  he  attempts  to  cope  with  the 
forces  stressing  him. 

Let  us  consider  now  the  last  concept  in  the 
litle,  namely,  that  of  the  emergency  room. 
The  setting  in  which  the  acute  psychiatric 
patient  is  seen  is  important  in  determining 
how  the  situation  is  managed.  The  average 
setting  is  that  of  the  typical  medical /surgical 
emergency  ward  in  a general  hospital.  The 
personnel  as  a rule  are  not  trained  or  particu- 
larly oriented  to  psychiatric  problems.  There 
is  another  type  of  setting  in  which  a portion 
of  the  accident  ward  is  divided  and  main- 
tained separately  for  the  care  of  psychiatric 
patients.  Lastly,  an  institution  may  provide 
very  sophisticated  quarters  for  the  manage- 
ment of  the  psychiatric  patient  which  will  re- 
semble that  of  a small  inpatient  unit  where 
the  acute  psychiatric  patient  may  be  kept  and 
treated  for  one  or  more  days.  Usually  this 
setting  has  trained  personnel,  who  make  the 


250 


May,  1975 


The  Acute  Psychiatric  Patient  in  the  Emergency  Room — Kassell 


job  of  controlling  or  managing  the  psychiatric 
patient  simpler. 

What  Makes  the  Case  Acute? 

With  these  terms  having  been  defined  and 
discussed  we  should  now  proceed  to  see  how 
these  concepts  enter  into  management  of  the 
acute  psychiatric  patient  in  the  emergency 
room.  When  a patient  first  presents  in  this 
setting,  one  should  want  to  know  what  makes 
this  case  acute.  How  long  has  the  situation 
been  in  existence?  Why  is  the  situation 
thought  of  as  acute  at  this  particular  moment? 
What  makes  this  point  in  time  different  from 
a previous  point  in  time,  such  as  24  hours  or 
48  hours  previously?  Who  is  it  that  sees  this 
as  an  acute  situation — the  patient  or  those 
around  the  patient?  What  is  the  presenting 
situation?  What  are  the  presenting  symp- 
toms? How  do  they  indicate  the  extent  to 
which  the  individual  has  been  reacting?  What 
are  the  sources  of  stress  that  the  individual 
has  been  experiencing?  Why  has  the  individual 
lost  his  ability  to  cope  with  the  stresses  at  this 
particular  time?  Are  the  symptoms  of  such  an 
intense  nature,  or  have  the  symptoms  steadily 
increased  to  the  point  where  the  coping  mecha- 
nisms have  become  inadequate?  Has  there 
been  a precipitating  factor  acting  as  the  pro- 
verbial “straw  that  broke  the  camel’s  back”? 

Is  the  source  of  the  stress  intra-psychic? 
Is  the  patient  suffering  a neurotic  or  psychotic 
type  of  process  which  is  overcoming  his  de- 
fenses? Is  it  an  environmental  situation  such 
as  the  failure  of  a welfare  check  to  arrive  on 
time  with  inability  to  pay  rent  and  face  evic- 
tion, or  is  it  stress  from  a threatening  neigh- 
borhood? Has  the  caretaker  become  so  stressed 
that  he  or  she  is  unable  to  cope  with  the  pa- 
tient, who  has  changed  in  no  way?  Is  it  in- 
terpersonal? Is  there  any  conflict  between 
husband  and  wife?  Is  a mate  alcoholic  and 
stressing  the  family?  Is  an  adolescent  acting- 
out  in  the  family,  disturbing  the  parents  and 
other  siblings?  Is  a working  member  stressed 
by  something  or  someone  at  work  and  unable 
to  cope  with  the  negative  feelings,  finding  relief 
in  disruptive  behavior  at  home  with  his  family? 
Is  an  individual  involved  in  drugs  presenting 
with  drug  abuse  symptoms? 


It  is  also  important  to  determine  why  the 
patient  has  been  brought  to  the  emergencj' 
room  at  this  particular  time.  Who  brought 
him  and  under  what  circumstances?  Who  ex- 
pects what  of  the  services  available  in  the 
emergency  room?  Is  the  resolution  of  the 
problem  seen  by  the  psychiatric  staff  in  con- 
gruence with  the  expectations  that  the  patient 
or  the  patient’s  caretakers  have? 

These  are  the  early  factors  that  should  be 
elicited  so  that  one  can  have  an  understanding 
of  the  problem  as  rapidly  as  possible.  It  is 
obvious  that  the  emphasis  is  on  the  immedi- 
ate situation,  here  and  now  and  the  very  im- 
mediate past,  working  backwards  day  by  day 
until  one  has  developed  as  complete  a picture 
as  possible  of  the  stress  and  precipitating  fac- 
tors, the  length  of  time,  the  situation  at  pres- 
ent, the  defenses,  the  coping  mechanisms.  It 
is  important  to  have  historical  background 
only  so  far  as  there  may  be  repetitive  patterns. 
If  it  is  repetitive,  what  has  helped  in  the  past 
to  bring  the  situation  under  control?  What 
are  the  factors  which  have  entered  into  pro- 
ducing the  acute  situation?  Then  what  is 
necessary  to  take  care  of  the  problem  now  and 
in  the  very  near  future? 

It  may  be  advisable  at  this  point  to  consider 
the  acute  situations  as  presented  to  the  emer- 
gency room  psychiatric  personnel.  Some  cases 
are  emergencies,  others  may  be  urgent,  some 
are  important,  and  some  are  routine  but  have 
became  situationally  or  conveniently  impor- 
tant to  caretakers  or  the  patient.  One  must 
therefore  be  prepared  to  make  a quick  assess- 
ment of  the  type  of  situation  from  that  point 
of  view  when  first  seeing  the  patient. 

In  the  setting  of  the  medical/surgical  emer-. 
gency  room  the  approach  to  urgent  situations 
becomes  slightly  different.  The  most  disturb- 
ing element  in  the  emergency  room  is  that  of 
the  violent  psychotic  patient.  This  patient 
should  be  brought  under  control  as  rapidly  as 
possible.  At  times  this  may  be  done  by  a psy- 
chiatrist or  psychiatric  worker  who  has  self- 
assurance  and  enough  confidence  to  communi- 
cate this  non-verbally  to  the  acting-out  pa- 
tient. He  may  be  able  to  talk  a patient  into 
more  composure,  then  offer  some  medication  to 
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help  regain  control.  Most  often,  however,  the 
patients  seen  in  the  emergency  room  are  no 
longer  able  to  be  responsive  to  external  in-put 
from  others  and  so  usually  call  for  physical 
and  chemical  control  of  their  behavior. 

The  Suicidal  Patient 

Another  type  of  emergency  situation  is  that 
of  the  suicidal  patient.  There  are  two  cate- 
gories of  suicidal  patients  who  present  the 
greatest  risk.  One  is  the  paranoid  type  of  psy- 
chotic who  is  depressed  or  is  responding  to  de- 
lusions or  hallucinations  commanding  him  to 
commit  suicide.  Any  psychotic  individual  who 
has  suicidal  ideation  is  a serious  management 
problem  because  he  is  impulsive  and  unpre- 
dictable. Thus  a psychotic  individual  who  is 
brought  into  the  emergency  room  after  making 
a suicidal  gesture  or  an  attempt,  or  who  is  ex- 
pressing suicidal  ideation,  or  insidiously  has 
increased  the  dosage  of  his  medication  by  him- 
self, should  be  considered  a serious  problem. 
These  patients  should  be  treated  intensively 
with  whatever  restraint  is  necessary  to  keep 
them  from  harming  themselves.  The  danger 
in  this  particular  situation  is  to  have  the  pa- 
tient deny  the  seriousness  of  the  suicidal  idea- 
tion. In  such  cases  patients  have  been  known 
to  be  discharged  from  the  emergency  room 
(even  with  appropriate,  referral  for  follow-up 
care)  and  then  proceed  to  complete  their  self- 
destruction. 

The  second  typ>e  of  very  serious  suicidal 
patient  is  the  individual  who  is  suffering  from 
depression  who  is  also  covertly  suicidal.  These 
patients  run  the  risk  of  not  being  recognized 
adequately  as  a serious  suicidal  threat.  They 
may  be  discharged  only  to  self-destruct  im- 
mediately afterwards.  It  is  important,  there- 
fore, to  know  the  suicidal  profile. 

The  Suicidal  Profile 

The  profile  may  be  described  as  follows: 
Though  females  tend  to  make  suicidal  gestures 
far  in  excess  of  males,  the  successful  suicides 
in  males  outweigh  those  of  the  females  by  a 
ratio  of  4:1.  An  unmarried  person,  who  is 
middle-class,  who  has  sustained  a loss  whether 
it  be  symbolic  or  actual,  who  lives  in  an  apart- 
ment house  rather  than  owning  a home,  who 
has  a history  of  suicide  in  his  or  her  family. 


and  especially  who  has  a specific  method  or 
thought-out  means  of  terminating  his  life,  is 
a very  serious  threat  for  successful  suicide. 

The  incidence  of  suicide  in  the  adolescent 
is  definitely  on  the  rise.  An  adolescent  who  is 
disturbed  and/or  depressed,  who  expresses  sui- 
cidal ideation  or  is  involved  with  drugs  which 
may  create  a depression  or  an  acute  loss  of 
self-respect,  who  feels  that  he  is  seriously 
floundering  without  adequate  controls  or  frame 
of  reference,  becomes  a serious  suicide  risk. 

Geriatric  patients  are  increasing  in  numbers 
and  in  the  incidence  of  suicides.  The  geriatric 
patient  who  feels  abandoned  and  becomes  de- 
pressed, who  has  sustained  a loss  whether  by 
retirement  or  by  the  loss  of  a member  of  the 
family,  who  feels  he  is  a failure  and  without 
hope  for  the  future,  is  a serious  suicide  risk. 

It  is  advisable  to  stress  two  major  assess- 
ment factors  about  suicidal  patients:  1)  Do 
they  have  a method?  and  2)  What  are  their 
plans  for  the  immediate  future?  A method 
and  no  plans  for  the  immediate  future  should 
be  taken  as  serious  indicators.  Also,  an  in- 
dividual who  presents  with  depression  and 
some  suggestion  of  suicidal  ideation  in  the 
immediate  past  or  present,  who  in  the  inter- 
view appears  comfortable  and  with  life  in 
order  is  to  be  considered  a serious  risk.  Ex- 
amples of  this  are  the  elderly  depressed  woman 
who  thoroughly  cleans  and  places  her  home 
in  order  including  the  attic,  the  man  who  has 
just  recently  made  a will  and  paid  up  all  his 
bills,  or  the  individual  who  reestablishes 
friendships  with  people  with  whom  he  has 
been  at  odds  for  some  time.  Lastly,  but  quite 
importantly,  the  individual  who  suddenly  de- 
velops a sense  of  serenity  and  reassures  the 
physician  that  things  have  suddenly  come  into 
proper  perspective  probably  has  found  the 
solution  by  the  resolution  to  terminate  life. 

All  these  patients  must  be  treated  with 
great  care.  Security  in  the  nature  of  24-hour 
care,  medication  of  an  appropriate  nature,  as 
well  as  psychotherapy  must  be  offered  to  them. 

In  the  case  of  the  psychotic  suicidal  patient 
the  psychosis  should  be  treated  as  intensively 
as  possible  until  the  mental  apparatus  returns 
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to  a more  normal  level  of  function.  This  may 
be  done  with  neuroleptics  or  EST,  and  in  a 
controlled  setting.  The  improvement  in  im- 
pulse control  and  the  alleviation  of  the  de- 
lusional and  hallucinatory  phenomena  reduce 
the  risk  of  suicide. 

One  last  factor  pertaining  to  the  suicidal 
patient  is  that  of  discussing  with  the  patient 
his  suicide  ideation  and/or  plan.  Many  phy- 
sicians are  very  sensitive  about  discussing  this 
kind  of  topic  with  a patient.  However,  it  must 
be  stressed  that  this  may  be  one  of  the  most 
important  aspects  of  helping  the  suicidal  pa- 
tient avoid  that  act.  It  has  been  my  experi- 
ence that  most  people  are  fearful  of  discussing 
this  with  a depressed  or  potentially  suicidal 
patient,  feeling  that  it  may  plant  the  seed  of 
suicide  where  it  had  never  existed  before.  I 
believe  that  this  is  a fallacy.  There  is,  of 
course,  a manner  in  which  one  can  talk  with 
patients  without  being  particularly  brutal  or 
crude.  This,  however,  is  a question  of  tech- 
nique. It  is  important  that  one  be  concerned 
not  merely  with  technique  but  with  getting 
to  the  root  of  the  matter.  The  patient  who  has 
definite  ideation  and/or  method  most  often 
will  admit  to  such  if  confronted  with  the  pos- 
sibility. The  worst  that  can  happen  will  be 
that  the  patient  may  elect  to  deny  any  suicidal 
ideation  trying  to  forestall  any  interference  in 
making  the  attempt.  Thus  it  is  important 
that  all  patients  who  express  depression  and/ 
or  suicide  ideation  be  asked  to  describe  to  the 
therapist  what  it  is  that  they  have  thought 
about  and  what  type  of  plan  they  have  for 
terminating  their  lives.  This  should  give  the 
therapist  the  method  to  try  to  help  the  pa- 
tient from  getting  into  such  a situation.  Often, 
permitting  a patient  to  ventilate  the  suicide 
ideation  is  sufficient  to  relieve  the  pressure 
upon  the  patient  and  avoid  a suicide  gesture. 

The  Acute  Psychotic  Episode 

The  last  under  the  heading  of  emergency 
situations  is  one  that  may  perhaps  fall  between 
the  emergency  and  the  urgent  psychiatric 
problem.  This  is  the  patient  who  is  suffering 
such  intense  mental  stress  that  he  is  either 
on  the  brink  of  or  entering  an  acute  psychotic 
episode.  There  are  times  when  one  is  evalu- 


ating a patient  and  sees  evidence  of  the  pro- 
gressive deterioration  of  the  mental  apparatus. 
It  is  important  to  intervene  as  rapidly  and  as 
effectively  as  possible  to  avoid,  retard,  or 
modify  the  intensity  and  rate  at  which  the 
psychotic  episode  is  occurring.  This  is  done 
usually  with  drugs  and  supportive  measures. 
An  acute  psychotic  episode  should  be  avoided 
at  all  costs  when  possible  for  it  is  a time-con- 
suming and  expensive  procedure  to  help  such 
a patient  recover. 

Examples  of  urgent  cases  are:  1)  The  fla- 
grantly psychotic  patient;  2)  the  hyperventi- 
lation syndrome  of  an  acute  hysteric  who  has 
suffered  a trauma  to  self-esteem;  3)  alcoholic 
delirium  tremens,  which  has  a considerable 
mortality  and  morbidity  factor  and  should  be 
treated  intensively;  4)  the  crisis  situation  en- 
countered with  an  adolescent  involved  in  the 
drug  scene  who  disrupts  his  family;  or  5)  an 
alcoholic  who  becomes  involved  in  angry  and 
sometimes  violent  acting-out  within  the  family 
structure.  These  cases  should  be  worked  up 
with  the  guidelines  enumerated  previously,  ie, 
an  evaluation  of  the  immediate  situation  plus 
the  patient’s  mental  status  at  the  time.  In 
the  general  emergency  room,  one  makes  as 
rapid  an  assessment  as  possible  of  the  type 
of  situation  and  the  nature  of  the  problem,  and 
intervenes  in  such  a way  that  the  situation 
wiU  be  modified,  neutralized,  or  corrected  as 
efficiently  as  possible.  Once  the  acuteness  of 
the  situation  is  relieved,  disposition  can  be 
made  depending  upon  the  nature  of  the  prob- 
lem and  the  need  for  additional  follow-up. 

Today,  with  the  emphasis  on  community 
mental  health  it  is  helpful  to  become  familiar 
with  the  mental  health  centers  in  each  com- 
munity so  that  referral  can  be  made  to  the 
appropriate  source  when  follow-up  is  indicated. 
There  should  also  be  a list  of  psychiatrists  on 
hand  who  can  be  utilized  for  consultation  or 
referral  services. 

The  present  emphasis  on  the  civil  liberties 
of  psychiatric  patients  makes  it  doubly  neces- 
sary for  all  personnel  to  be  as  familiar  as  pos- 
sible with  the  current  local  commitment  pro- 
cedures. Usually  emergency  commitment  can 
be  obtained  in  cases  of  homicidal  or  suicidal 
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threat  or  behavior.  There  is  usually  also  a 
court  commitment  procedure  when  it  is  felt 
that  the  patient  should  be  hospitalized  for 
some  type  of  intervention  or  treatment  but, 
perhaps  because  of  psychotic  impairment  of 
judgment,  refuses  to  be  involved  in  treatment. 
The  question  of  the  right  to  be  psychotic  or 
not  is  one  that  is  no  longer  the  decision  of  the 
medical  profession,  but  must  be  determined  by 
the  courts. 

lit  is  also  important  to  be  familiar  with  the 
local  laws  governing  the  rights  of  minors:  un- 
der what  circumstances  he  is  considered  an 
emancipated  minor,  and  at  what  age  the  minor 
is  given  the  right  of  self-determination  as  an 
adult. 

In  many  urgent  and  important  situations 
today  the  technique  of  crisis  intervention  is 
often  employed  where  the  facilities  and  staff 
are  adequate.  This  essentially  consists  of 
utilizing  as  much  staff  as  is  necessary  to  deal 
with  the  many  factors  involved  in  the  patient’s 
situation  so  that  a global  perspective  is  de- 
veloped of  what  is  occurring  to  this  patient 
and  how  he  fits  into  the  scheme  of  things.  Thus 
a family  crisis  involving  an  adolescent  child 
would  be  best  evaluated  by  people  who  have 
a concept  of  family  therapy.  The  patient,  the 
individual  members,  and  involved  collateral 
persons  would  be  interviewed,  and  the  collec- 
tive group  also.  Whatever  measures  are  neces- 
sary are  thereafter  instituted  for  control  of 
the  situation. 

The  major  thrust  in  all  situations  is  to 
assess  the  situation  rapidly  and  efficiently, 
elect  a course  of  management  (whether  it  be 
intervention  or  chemical  control  or  both),  and 
effect  a disposition  from  the  emergency  room 
to  an  appropriate  setting,  which  may  be  back 
into  the  community  with  caretakers,  back  to 
a home  and  family,  referral  to  an  outpatient 
setting  for  follow-up  care,  or,  if  necessary, 
placement  in  an  inpatient  facility  at  once. 

In  the  emergency  room  setting  great  em- 
phasis is  placed  upon  the  chemical  control  of 
symptomatology.  An  understanding  of  some 
general  principles,  however,  should  facilitate 
the  approach  to  the  acute  psychiatric  patient 
in  the  emergency  room. 
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BEHAVIOR  THERAPY-A 
HUMANITARIAN  ACTIVITY 

Joseph  Wolpe,  M.D.,  Professor  of  Psychia- 
try, Temple  University  Medical  School,  and 
Senior  Research  Scientist,  Eastern  Pennsyl- 
vania Psychiatric  Institute,  Philadelphia. 
Adapted  from  a presentation  to  the  Wilming- 
ton Medical  Center  Department  of  Medicine. 

The  primary  concern  of  psychotherapy  is 
habitual  behavior  which  is  unadaptive,  per- 
sisting, and  unpleasant,  and  which  often  leads 
secondarily  to  various  disabilities.  The  areas 
of  concern  may  be  motor  or  “doing”  behaviors, 
emotional  behaviors,  or  thinking  behaviors,  or 
combinations  of  these.  When  the  unadaptive 
habitual  behavior  has  been  acquired  in  the 
course  of  experience,  ie,  by  learning,  the  only 
way  to  remove  it  is  to  employ  the  learning 
process  in  reverse. 

Learning  reversal  is  explicit  in  the  behavior- 
istic method  of  therapy.’  - Behavior  therapy 
in  fact  may  be  defined  as  “the  application  of 
experimentally  established  principles  of  learn- 
ing to  the  changing  of  unadaptive  habits.”  Un- 
adaptive is  a key  word,  for  if  a patient  is  suffi- 
ciently concerned  with  a habit  to  seek  therapy, 
it  must  be  unadaptive  in  some  respect.  Once 
it  has  been  established  that  a person’s  unadap- 
tive habits  are  based  upon  learning,  it  is  logical 
to  look  to  learning  principles  to  overcome 
them. 

There  are  four  primary  categories  of  clinical 
conditions  based  on  learned  habits.  Foremost 
of  these  are  neuroses — persistent  unadaptive 
habits  acquired  by  learning  in  anxiety-gener- 
ating situations.  The  second  category  is  purely 
learned  unadaptive  habits  that  do  not  include 
the  anxiety  feature — mostly  motor  behaviors 
without  anxiety,  such  as  nocturnal  enuresis  or 
bad  study  habits.  A third  category  is  drug 
habits,  for  which  we  have  as  yet  no  experi- 
mentally established  paradigms  though  we  do 


treat  them  empirically  by  aversion  therapy. 
The  learned  habits  of  schizophrenia  are  the 
fourth  category.  Although  schizophrenia  al- 
most certainly  has  a biochemical  basis,  the 
schizophrenic  is  also  predisposed  to  learn  bi- 
zarre habits  which  may  be  changed  by  the 
use  of  learning  principles. 

The  neuroses  are  the  most  relevant  material 
for  behavior  therapy.  Frequently  the  anxiety 
is  obvious  in  patients  with  neuroses;  but  in 
such  conditions  as  impotence,  homosexuality, 
and  reactive  depression,  it  often  becomes  evi- 
dent only  after  behavorial  analysis.  In  any 
event,  the  central  task  of  the  therapist  is  to 
remove  the  anxiety  habits. 

The  role  of  anxiety  and  the  importance  of 
its  deconditioning  can  be  clearly  seen  in  people 
who  stutter.  The  stutterer  speaks  fluently  in 
a limited  range  of  conditions,  but  stutters  in 
certain  social  situations.  Often  the  determin- 
ing factor  is  the  strangeness  of  the  people 
around  the  stutterer.  The  severity  of  the  stut- 
ter may  vary  according  to  the  number  of  un- 
familiar people,  their  age,  sex,  demeanor,  and 
authority  status.  Once  the  therapist  has  un- 
covered the  root  of  the  social  anxiety,  the  stut- 
ter may  be  removed  by  deconditioning  the 
anxiety  aroused  by  these  .social  situations. 

The  experimental  paradigm  that  has  been 
most  fruitful  in  generating  methods  of  break- 
ing anxiety  habits  has  arisen  in  the  context  of 
experimental  neuroses.’  One  can  produce  a 
neurosis  in  an  animal  by  evoking  high  anxiety 
in  a confined  space.  This  anxiety  may  be 
evoked  either  by  conflict  or  noxious  stimula- 
tion. For  example,  place  a cat  in  a cage  with 
an  electrifiable  grid  on  the  floor,  sound  a buz- 
zer, and  then  administer  a shock  through  the 
grid,  strong  enough  greatly  to  disturb  but  not 
injure  the  animal.  If  the  procedure  is  repeated 
a dozen  times,  the  response  elicited  by  the 
shock  becomes  a permanent  feature  of  the  ani- 
mal’s responding  in  the  cage  even  though  he 
is  never  shocked  again.  Even  after  six  months. 
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the  anxiety  response  does  not  diminish.  If  the 
cat  is  starved  for  48  hours,  he  still  will  not 
respond  to  easily  accessible  food  strewn  on  the 
floor  of  the  cage,  no  matter  how  long  he  is  left 
there  with  it.  The  human  parallel  is  ano- 
rexia nervosa. 

Humans,  like  animals,  can  be  conditioned 
to  show  anxiety  in  all  sorts  of  situations  where 
it  seems  irrational — in  a crowd,  an  elevator,  a 
plane,  or  various  social  situations.  Impotence 
and  frigidity  are  caused  by  anxiety  to  some  as- 
pect of  the  sexual  situation.  In  a work  situa- 
tion if  one  is  disturbed  by  authority  figures,  by 
being  enclosed,  or  by  being  looked  at,  one 
may  be  unable  to  function  effectively. 

Another  aspect  of  experimental  neurosis  that 
has  a counterpart  in  human  neurosis  is  gen- 
eralization. The  experimental  animal  is  dis- 
turbed by  the  experimental  cage  but  also  by 
the  experimental  room.  He  is  also  disturbed 
in  other  rooms  according  to  their  resemblance 
to  the  experimental  room.  Similarly,  a man 
fearing  crowds  is  likely  to  respond  increasingly 
according  to  the  size  of  the  crowd. 

To  overcome  neuroses,  the  learned  behavior 
must  be  reversed.  In  the  case  of  the  anxious 
cat,  food  was  offered  in  the  various  rooms  to 
which  anxiety  was  generalized  in  descending 
order  of  their  resemblance  to  the  experimen- 
tal room  until  one  was  found  where  the  ani- 
mal would  eat.  Then  the  cat  was  encouraged 
in  stages  to  eat  in  rooms  resembling  more  and 
more  the  experimental  room  until  he  would 
finally  eat  in  the  experimental  cage  itself. 

The  foregoing  experiments  led  to  the  formu- 
lation of  the  “reciprocal  inhibition  principle,” 
which  is  that  any  response  that  can  compete 
with  anxiety  can  weaken  an  anxiety  habit  to 
a given  stimulus  if  it  is  evoked  strongly  enough 
to  inhibit  the  anxiety  evoked  by  that  stimulus. 
The  most  commonly  used  response  in  the  clinic 
is  relaxation,  which  has  autonomic  effects  op- 
posite to  anxiety.  Other  opposing  emotions, 
such  as  sexual  emotions,  can  be  induced 
through  imagery.  Responses  obtained  by  di- 
rect suggestion  may  also  be  used. 

Let  us  return  to  relaxation  to  illustrate 
further  the  reciprocal  inhibition  principle.  The 


patient  is  trained  to  relax.  The  sources  of  dis- 
turbance are  organized  into  hierarchies.  For 
example,  in  the  case  of  a stutterer  who  is  anx- 
ious according  to  the  number  of  unfamiliar 
people  around  him,  there  would  be  a sequence 
of  numbers  according  to  which  anxiety  signifi- 
cantly arises.  This  sequence  would  be  his 
hierarchy.  When  the  patient  is  sufficiently 
trained  in  relaxation  and  his  hierarchy  com- 
pleted, he  is  ready  for  desensitization.  He  is 
made  to  relax  in  a comfortable  chair  and  asked 
to  imagine  for  a few  seconds  being  exposed  to 
one  unfamiliar  person,  the  image  being  re- 
peated until  it  no  longer  evokes  anxiety.  Then 
more  strange  people  are  imagined  until  the 
asymptote  is  reached.  About  85%  of  the  pa- 
tients will  be  able  to  transfer  the  non-anxiety 
from  imaginary  situations  to  the  real.  Real 
stimuli  must  be  employed  to  effect  desensiti- 
zation in  the  remainder. 

A further  mode  of  treating  anxiety  is  “flood- 
ing,” in  which  the  patient  is  exposed  to  a mod- 
erately strong  anxiety  stimulus  continuously 
for  prolonged  periods.  The  first  effect  is  often 
ascending  anxiety,  but  after  ten  to  forty 
minutes  the  anxiety  level  begins  to  fall.  If 
the  level  falls  substantially  during  the  first 
session,  the  anxiety  peak  will  decrease  over 
the  ensuing  sessions  until  the  point  of  recovery 
is  reached. 

For  some  cases  of  unadaptive  anxiety,  new 
motor  habits  need  to  be  built  up  and  assertive 
training  must  be  used.  For  example  a shy, 
meek  individual  must  be  taught  to  assert  him- 
self and  to  express  his  annoyance  when  some- 
one takes  advantage  of  him.  If  he  is  consist- 
ently made  to  express  these  feelings  of  annoy- 
ance, he  will  push  back  his  anxiety  and  pro- 
gressively overcome  his  habit  of  timidity. 

In  behavior  therapy  the  therapist  does  not 
cursorily  examine  what  scares  a person  and 
then  attempt  desensitization.  A careful  study 
is  made  of  all  areas  of  unadaptive  responding. 
A history  of  each  response  is  taken,  and  its 
quantitative  aspects  are  explored.  The  pa- 
tient’s early  home  life,  educational  and  occu- 
pational history,  and  entire  love  life  are  also 
examined  in  detail.  Only  then  does  the  thera- 
pist begin  to  plan  desensitization. 
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When  one  considers  results,  it  must  be  real- 
ized that  all  conventional  modes  of  therapy 
produce  favorable  results  in  40-50%  of  the 
patients.  Behavior  therapy  is  the  only  therapy 
in  which  systematic  studies  have  shown  that 
the  therapy  itself  adds  substantially  to  the 
percentage  of  favorable  outcomes.  For  ex- 
ample, in  a study  conducted  by  Paul,  five 
psychoanalytically  oriented  psychotherapists 
treated  patients  with  severe  public  speaking 
fears  with  their  own  insight  methods  of  ther- 
apy or  by  systematic  desensitization.®  Sys- 
tematic desensitization  significantly  produced 
superior  results.  Further  studies  have  shown 
that  patients  treated  with  behavior  therapy 
are  not  subject  to  relapse  or  s5unptom  substi- 
tution. 

Joan  Donoho 
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NATIONAL  HEALTH  INSURANCE: 

HOW  WILL  IT  AFFECT  YOU? 

9th  National  Congress  on  The  Socioeco- 
nomics of  Health  Care,  Atlanta,  Georgia, 
April  25-26,  1975. 

National  Health  Insurance:  How  Will  It  Af- 
fect You?  This  quite  specifically  titled  9th  Na- 
tional Socioeconomic  Congress  of  the  Ameri- 
can Medical  Association  was  attended  by 
about  250  persons.  The  entire  proceedings 
will  be  available,  I presume  not  too  much  after 
they  are  out-of-date,  in  hard  cover  from  the 
AMA.  This  report  should  not  be  considered 
a summary  of  the  proceedings;  it  is  rather  a 
personal  summary  of  some  of  the  alarms  that 
the  conference  raised  in  me  as  a physician. 

Mr.  E.  G.  Marshall  (erstwhile  TV  actor 
sometimes  as  a physician,  sometimes  as  an  at- 
torney) was  one  of  the  panelists.  Represent- 
ing the  Committee  for  National  Health  Insur- 
ance (NHI),  he  made  the  significant  observa- 
tion that  six  years  ago  at  a similar  AMA  con- 
ference the  audience  was  only  40-some  persons. 
Marshall  is  an  advocate  in  real  life  of  HR  #21, 
sometimes  known  as  the  Kennedy  bill.  This 
bill,  he  proudly  admits,  is  womb  to  tomb  in 
its  scope.  I believe  I heard  him  say  he  thinks 
it  could  be  implemented  without  any  great 
increase  in  consumer  taxes  or  payroll  deduc- 
tions. I know  I heard  him  say  it  does  not  in- 
clude any  deductibles,  nor  co-insurance  regula- 
tions, and  that  under  its  provisions  no  one 
will  ever  pay  a hospital  or  doctor  bill  again 
and  all  private  health  insurance  carriers  would 
be  eliminated. 

Mr.  Lawrence  Hill,  eloquent  spokesman  for 
the  American  Hospital  Association,  spoke  in 
advocacy  of  Congressman  Ullman’s  HR  #1. 
This  bill  would  not  eliminate  private  health 
carriers,  would  have  co-payment  but  no  deduc- 
tible, and  would  preserve  the  noble  and  useful 
precedent  of  philanthropy  by  allowing  hos- 
pitals to  accumulate  assets  from  their  tradi- 


tional benefactors  without  having  these  assets 
counted  against  or  deducted  from  the  hospital 
reimbursement  under  the  health  insurance  law. 

Mr.  D.  Eugene  Sibery,  Executive  Vice-Presi- 
dent of  the  Blue  Cross  Association,  expressed 
his  hope  and  belief  that  NHI  would  preserve 
private  carriers,  or  at  the  worst  utilize  the 
great  Blue  organization  with  its  proven  track 
record  of  low  cost  administration  of  health 
money  as  the  chief  fiscal  intermediary  twixt 
Uncle  Sam’s  pocketbook  and  the  providers. 
When  questioned  which  NHI  bill  Blue  Cross 
favors  or  why  it  has  not  used  its  skills  to  write 
one,  he  admitted  that  Blue  Cross  has  deliber- 
ately refrained  from  supporting  any  one  NHI 
bill  or  introducing  its  own  version  of  NHI  so 
as  not  to  prejudice  its  being  utilized  as  con- 
sultant by  all  those  writing  NHI  bills  (Repre- 
sentative James  Martin  of  North  Carolina, 
who  is  a member  of  the  House  Ways  and 
Means  Subcommittee  on  Health,  said  that  90 
separate  NHI  biUs  were  introduced  as  far  as 
the  public  hearing  stage  during  last  year’s 
Congress  and  25  have  been  introduced  so  far 
in  this  session). 

Doctor  Max  Parrott,  AMA  President-Elect, 
spoke  in  favor  of  the  AMA’s  present  NHI  pro- 
posal, which  is  called  the  Comprehensive 
Health  Care  Insurance  Act  of  1975.  Its  chief 
difference  from  the  last  AMA  proposal  is  that 
this  one  has  abandoned  a deductible  clause, 
since  insurance  experts  feel  it  is  too  costly  to 
administer,  in  favor  of  a 20%  co-pay  provision 
with  a maximum  of  $1,500  per  year  per  patient 
or  $2,000  per  year  per  family.  Everyone  in- 
cluding Doctor  Parrott  agreed  that  NHI  is 
coming.  The  only  uncertainty  seems  to  be 
what  the  provisions  of  the  law  would  be:  Who 
will  be  covered?  to  what  extent?  How  will  it 
be  financed?  When  will  it  be  enacted? 

Mr.  Sibery,  an  articulate  speaker  remark- 
ably free  from  the  jargon  I have  come  to  asso- 
ciate with  this  type  of  discussion,  made  one 
serious  misstatement.  He  assumed  that  the 
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audience  to  which  he  was  speaking  was  pre- 
dominantly one  of  physicians  since  after  all 
this  conference  was  AMA-arranged  and  what 
section  of  medical  society  would  reasonably  be 
expected  to  be  more  desirous  of  the  informa- 
tion promised  by  a conference  entitled  NHI: 
How  Will  It  Affect  You? 

Not  so  at  all.  I am  a badge  reader  and  I saw 
precious  few  badges  announcing  their  wearers 
to  be  M.D.’s.  The  audience  was  heavily  popu- 
lated by  representatives  of  health  plans,  in- 
surance companies,  Blue  Cross-Blue  Shield.  I 
saw  several  executive  officers  of  state  medical 
societies  but  very  few  physicians.  The  pleasant 
gentleman  who  put  up  with  me  as  a seat  neigh- 
bor gave  me  his  card;  he  is  Government  Health 
Program  Manager  for  a major  pharmaceutical 
corporation.  If  there  had  been  even  20  (that 
would  still  be  by  my  estimate  less  than  10%) 
practicing  physicians  in  the  audience,  maybe 
at  least  a few  of  them  would  have  heard  Mr, 
Sibery  explain  how  he  anticipates  any  NHI 
version  which  uses  a health  card  would  work. 
As  a matter  of  fact,  he  said  Blue  Cross  has 
some  pilot  health  card  programs  in  process 
right  now,  just  to  gain  experience.  A patient 
(consumer)  presents  his  card  to  a provider 
(doctor) ; the  doctor  copies  off  the  info  on  the 
card  and  biUs  the  Blues.  The  Blues  pay  the 
doctor  and  then  collect,  or  try  to,  any  charges 
exceeding  those  covered  directly  from  the  con- 
sumer. How  does  the  consumer  know  in  ad- 
vance how  many  dollars  of  the  charge  he  will 
have  to  pay  for  personally?  Well,  Mr.  Sibery 
doesn’t  know  that  yet,  and  that  part  of  the 
health  card  plan  is  what  the  Blues  are  pilot 


programming.  Can  you  believe  the  uproar 
directed  against  doctors  and  the  rapid  con- 
trols Which  will  be  immediately  developed  if 
a health  card  presumed  by  a patient  to  be  good 
for  total  coverage  results  in  unpredictable  bills 
in  an  amount  not  known  by  him  in  advance? 
Who  do  you  suppose  will  be  the  villain  in  a 
crazy  scenario  like  that? 

Representative  James  G.  Martin  (who  was 
on  the  program  along  with  Senator  Harold 
Talmadge,  Chairman  of  the  Senate  Subcom- 
mittee on  Health,  and  Congressman-Physician 
Tim  Lee  Carter,  member  of  the  House  Sub- 
committee on  Public  Health  and  the  Environ^ 
ment)  suggested  that  as  a body,  physicians 
still  had  the  clout  of  personal  prestige  with 
their  legislators.  In  order  to  be  critical  of  pro- 
posed NHI  legislation  they  will  have  to  be 
knowledgeable  and  this  before  zero  hour.  One 
of  the  expressions  in  frequent  use  at  this  meet- 
ing was  “It  all  depends  on  whose  ox  is  being 
gored.”  Are  we  physicians  standing  around 
like  oxen  waiting  for  the  knife? 

NHI  is  around  the  corner.  Those  in  the 
know  are  busy,  really  busy,  trying  to  mold  the 
final  legislation  to  best  protect  their  own  in- 
terests. The  AMA  is  trying  to  protect  the 
physicians’,  but  physicians  are  as  numerous  in 
the  range  of  their  attitudes  as  their  incomes. 
I wish  I felt  that  more  practicing  physicians 
were  actively  involved.  Next  time  the  AMA 
has  an  NHI  seminar,  if  there  is  still  time  to 
have  one  before  a law  is  enacted,  I hope  more 
doctors  go. 

Bernadine  Z.  Paulshock,  M.D. 
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The  MUDRANES 

Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress— Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 
Phenobarbital  (to  lessen  cardiac  stimulation) . 


INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyi>erthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REA(jTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


Federal  law  prohibits  dispensing  loithoiit  prescription. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23261 
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A PHYSICIAN  SURPLUS? 

Two  recent  editions  of  the  American  Medi- 
cal News  confirm  my  concern  that  our  coun- 
try is  headed  for  a physician  surplus.  Dr. 
Clark  Kerr,  Chairman  of  the  Carnegie  Coun- 
cil on  Policy  Studies  in  Higher  Education  at 
Berkeley,  California,  feels  “We  may  be  cur- 
rently in  danger  of  developing  too  many  new 
medical  schools — anl  some  of  them  in  the 
wrong  place.”  Dr.  Kerr  notes  that  medical 
school  entrants  in  1970  were  11,348  and  in 
1974  had  jumped  to  14,763 — a 30%  increase 
in  just  four  years.  In  1970  there  were  109 
medical  schools,  nine  additional  medical 
schools  had  reached  a deveLping  stage  or  be- 
yond it,  and  nine  more  medical  schools  were 
in  various  stages  of  planning — but  only  two 
in  areas  where  his  Commission  recommended 
new  schools. 

Dr.  Kerr  feels  that  there  may  be  “an  over- 
supply  of  physicians  by  the  end  of  the  cen- 
tury. This  could  also  involve  a substantial 
misallocation  of  resources.” 

He  agrees  that  we  have  indications  of  a 
current  shortage  of  physicians,  as  I agree,  but 
the  point  we  must  make  to  the  public  is  that 
the  additional  medical  schools  and  the  ex- 
panded enrollment  in  the  existing  schools  will 
satisfy  that  demand.  Dr.  Kerr  feels  that  the 
geographic  maldistribution  of  health  man- 
power will  respond  with  improved  methods 
of  financing  medical  care  and  expansion  of  the 
National  Health  Service  Corps. 

The  March  24,  1975,  issue  of  the  American 
Medical  News  stated  that  Canada  is  imposing 
severe  restrictions  on  the  entry  of  foreign  doc- 
tors because  of  soaring  health  costs  in  Canada 
and  an  over-supply  of  physicians.  Each 
province  may  now  determine  how  many  phy- 
sicians they  need,  which  specialties  they  re- 
quire, and  where  immigrant  physicians  are  to 
be  located.  They  also  will  impose  restrictions 
on  physicians  seeking  entry  from  one  province 
into  another.  Additional  controls  will  be  im- 
posed to  regulate  the  number  of  intern  and 
resident  positions  in  hospitals. 


Ten  years  ago  Canada’s  medical  schools 
turned  out  776  graduates;  now  they  turn  out 
1,561.  By  1980  Ontario  will  have  one  physi- 
cian for  every  503  people.  In  1973  Canada 
had  one  physician  for  every  618  people;  in 
1963  it  was  one  for  every  769  people.  The 
World  Health  Organization  says  there  should 
be  one  physician  for  every  650  people.  The 
article  states  that  the  doctor  supply  in  most 
provinces  has  increased  faster  than  the  public 
demand,  and  that  now  there  is  a decrease  in 
the  number  of  services  performed  per  GP  and 
per  specialists. 

Delaware  now  has  one  doctor  for  every  608 
people.  This  information  tends  to  strengthen 
our  viewpoint  that  the  doctor  shortage  is  over 
and  that  regardless  of  the  political  noises, 
there  is  no  health  crisis.  Those  who  advocate 
a medical  school  for  Delaware  must  first  ex- 
plain to  the  medical  profession  and  to  the 
public  a)  justification  for  this  expenditure  of 
funds,  and  b)  the  wdsdom  of  turning  out  50 
doctors  per  year  in  the  small  state  of  Dela- 
ware that  will  soon  have  an  ideal  doctor/pa- 
tient ratio.  Perhaps  our  state  woma  serve 
best  as  an  area  health-education  center  as  out- 
lined by  Dr.  Kerr. 

W.J.V. 

'«£  Vi  m 

$115,791,700  in  ’75 

The  fiscal  control  officer  of  the  State  Division 
of  Social  Services  has  provided  us  with  some 
interesting  financial  data  about  the  Depart- 
ment of  Health  and  Social  Services.  The 
largest  of  any  of  the  state  divisions  with  4686 
authorized  employees,  the  Department  of 
Health  and  Social  Services  has  an  appropria- 
tion for  fiscal  ’75  of  over  74  million  dollars, 
which,  combined  with  its  special  funds  of 
almost  42  million  dollars,  brings  its  total  bud- 
get to  $115,791,700  — not  an  insignificant 
amount  even  in  these  times  of  the  devaluated 
dollar. 

Anyone  interested  in  a chart  showing  the 
specific  allocation  of  funds  within  this  total 
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Professional  Clinical  Laboratories,  Inc.,  of  Wilming- 
ton, Delaware  now  has  four  branches  to  serve  you.  They 
are  located  in  Wilmington,  Newark,  and  Dover,  with  a 
subsidiary  laboratory  in  Downington,  Pennsylvania.  (All 
laboratories  are  state  licensed  and  have  Medicaid  and 
Medicare  approval.  The  main  laboratory  in  Wilmington 
is  federally  licensed.) 

The  Laboratory  offers  a full  range  of  services  to  the 
medical  and  industrial  community  including:  histology, 


WILMINGTON  Professional  Clinical  Laboratories, 
Inc.,  Suite  202  Professional  Bldg.,  Augustine  Cut- 
Off  655-9621  Hours:  MON  DAY- FRIDAY  8-5  PM 
and  SATURDAY  8-12  NOON. 

NEWARK  Professional  Clinical  Laboratories,  Inc., 
Medical  Bldg.,  327  E.  Main  St.  737-4550  HOURS: 
MONDAY-FRIDAY8-5  PM  and  SATURDAY8-12NOON 

DOVER  Professional  Clinical  Laboratories,  Inc., 
1001  S.  Bradford  St.  678-2796  HOURS:  MONDAY- 
FRIDAY  8-5  PM  and  SATURDAY  8-12  NOON 

DOWNINGTOWN  Downingtown  Medical  Labora- 
tory, Inc.,  308  E.  Lancaster  Ave.  269-5115  HOURS: 
MONDAY-FRIDAY8-5PM  and SATURDAY8-12  NOON 

I PICK-UP  New  Castle  County,  area  sur- 
rounding Dover,  Smyrna  and  Downingtown. 
Specimen  pick-up  is  available  upon  request  by 
contacting  the  laboratory  (302-655-9621). 


cytology,  bacteriology,  chemistry,  hematology,  immuno- 
hematology,  chemistry  profiles  (SMA  12/60),  automated 
gas  chromatography,  thin-layer  chromatography,  drug 
screening,  and  electrocardiography. 

In  addition  to  the  above  procedure,  audiographic 
screening  service  for  industry  is  now  available. 

For  your  convenience,  daily  pick-up  of  specimens 
within  the  range  of  the  laboratory  branches  is  provided. 


PROFESSIOmiL  CLINICm  UBOIIIIIOIIIES.  INC. 


Professional  Building  Suite  202  • Augustine  Cut-off  Wilmington,  Delaware  19803  • PHONE:  302 
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budget  may  have  a copv  for  the  asking;  call 
us  at  658-7596. 

B.Z.P. 

•Si  vt 

ON  THE  OTHER  HAND* 

During  the  course  of  a recent  visit  to  the 
US,  I was  privileged  to  sit  in  on  the  hearing 
of  a malpractice  suit  in  which  the  plaintiff  sued 
her  family  physician.  The  details  are  not  im- 
portant, except  to  note  that  the  issue  turned 
on  whether  the  patient’s  transverse  myelitis 
was  attributable  to  the  pertussis  component 
of  the  prophylactic  compound  her  doctor  had 
prescribed.  The  other  highly  significant  fact 
was  that  the  family  physician  had  no  insur- 
ance cover  because  of  his  track  record. 

It  was  quite  apparent  to  me,  from  the  closed 
eyes  and  general  bewilderment  on  the  faces  of 
the  jury — good  and  intelligent  citizens  that 
they  were — that  the  scientific  evidence,  which 
required  careful  consideration  of  complex  is- 
sues of  immunology,  was  totally  incomprehen- 
sible to  them. 

The  judge  addressed  to  the  jury  the  ques- 
tion: “Do  you  find  it  possible  that  the  injec- 
tion, through  its  pertussis  component,  caused 
Miss  X’s  transverse  myelitis?”  I was  some- 
what surprised  that  the  answer  came  back 
clearly,  yes. 

Or  was  I really  surprised? 

In  the  United  Kingdom,  we  have  long  since 
dispensed  with  jury  trials  in  cases  involving 
personal  injury.  Such  trials  are  heard  by 
judges  only,  and  thus  the  issues  at  stake  are 
subjected  to  a detailed  and  abjective  judicial 
analysis.  After  the  judge  has  delivered  his 
judgment,  always  giving  reasons  for  his  de- 
cision, neither  party  can  complain  that  all  the 
available  evidence  was  not  duly  considered, 
even  though  one  party  may  well  disagree  with 
the  result. 

There  are,  I believe,  a number  of  other  co- 
gent reasons  that  cause  the  physician  in  the 

•Reprinted  from  Medical  World  Netvs,  Copyright  1975,  McGraw- 
Hill,  Tnc. 


United  Kingdom  to  view  his  coUeague  in  the 
US  with  sympathy — ^if  all  the  horrendous  tales 
of  malpractice  traversing  the  Atlantic  Ocean 
are  to  be  believed:  Lawyers  whose  remunera- 
tion is  fixed  on  a contingency  basis  (don’t 
they  keep  the  pot  boiling?) ; aggrieved  patients 
who  can  only  air  their  grievances  effectively 
by  suing  the  physician;  an  anti-profession  at- 
titude in  the  public  and  the  government  fos- 
tered by  the  keen  business  acumen  and  power- 
ful political  lobby  of  the  AM  A;  the  difficulties, 
or  impossibility,  of  obtaining  malpractice  in- 
surance cover.  All  these  factors  compound  the 
difficulties  of  professional  practice. 

In  the  end  the  patient  is  the  loser.  For 
what  profiteth  it  a man  if,  in  paying  for  his 
medical  care,  he  picks  up  the  v/hole  malprac- 
tice check  only  because  the  doctor  must  play 
it  safe  if  he  is  not  to  be  made  bankrupt? 

Certainly  malpractice  claims  are  increasing 
in  number  and  quantum  of  damages  in  the 
United  Kingdom,  but  at  an  orderly  and  al- 
most acceptable  rate.  Here  there  are  a num- 
ber of  avenues  through  which  a patient  may 
pursue  a grievance  other  than  through  the 
courtroom.  The  General  Medical  Council  (our 
central  registration  body)  and  the  National 
Health  Service  both  run  effective  tribunals, 
and  the  physician  respects  his  accountability 
to  them.  There  is  no  shortage  of  individuals 
or  bodies  to  direct  and  assist  patients  in  mak- 
ing complaints.  The  lawyers  are  paid,  win  or 
lose,  and  thus  insurance  cover  presents  no 
problem. 

Thanks  to  the  wisdom  of  our  predecessors, 
three  protection  societies  were  started  in  the 
United  Kingdom  at  the  turn  of  the  century. 
Admittedly,  in  those  far-off  days  there  was 
little  activity  in  the  field  of  professional  negli- 
gence, but  over  the  years  the  funds  of  these 
societies  have  grown,  as  has  their  membership, 
to  such  an  extent  that  the  principal  benefit  of 
membership  provides  unlimited  indemnity  in 
respect  to  both  damages  and  costs  for  an  an- 
nual subscription  of  approximately  25  pounds 
sterling. 

Like  most  other  societies,  the  subscription 
is  not  varied  according  to  the  amount  of  use 
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members  make  of  the  facilities  offered.  This 
does  enable  members  to  practice  bona  fide 
medicine  without  any  anxieties  as  to  the  con- 
sequences if  they  make  an  actionable  mistake. 
It  will  come  as  no  surprise  to  learn  that  appli- 
cations for  membership  to  these  societies  are 
considered  from  ansrwhere  in  the  world,  other 
than  the  US, 

Peter  G.  T.  Ford,  M.B. 

A member  of  the  Royal  College  of  General  Practitioners,  Dr. 
Ford  is  deputy  secretary  of  Great  Britain’s  Medical  Protection 
Society. 


li  ^ 


9S  ©IN1R9C  BEHIR? 

About  a year  ago  a list  of  the  idrugs  most 
frequently  prescribed  for  Medicaid  recipients 
in  a two-month  period  in  Delaware  was  pre- 
pared by  Blue  Cross,  the  fiscal  intermediary 
for  Title  XIX  patients.  To  my  mind,  few 
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...  ail  in  bright,  casual  colors, 
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Stone  Hill  Rd.  & Augustine  Cut-off 
Mon.,  Tues.,  Thurs.,  Sat. 

9:30  to  5:30 

Wed.  and  Fri.  9:30  to  9:00 
Master  Charge  • WSFS 


physicians  seemed  concerned  that  their  pre- 
scribing habits  for  one  group  of  their  patients 
was  being  recorded  and  subjected  to  analysis 
and  that  no  one  at  the  Blues,  or  wherever  the 
study  really  originated,  had  announced  this 
record-keeping  was  being  done  in  advance  of 
presenting  the  completed  study.  This  type  of 
surveillance  is  an  augury  of  things  to  come, 
I am  sure,  but  I am  still  surprised  that  no 
physicians’  voices  were  raised,  even  if  futilely, 
in  surprise  or  indignation,  much  less  in  protest. 

The  list  was  distributed  to  members  of  the 
Medical  Society  of  Delaware  along  with  a list 
of  sixteen  medicines  available  generically  in 
Delaware.  The  inference  of  the  memorandum 
was  that  prescribing  generically  might  be  a 
goad  way  to  spread  Delaware’s  health  care  dol- 
lars further — obviously  an  endeavor  aU  would 
support.  (In  this  case  “generic”  in  actuality 
means  that  the  pharmacists  as  a group  have 
decided  on  a particular  brand  to  use,  taking 
into  consideration,  we  hope,  quality  as  well 
as  cost  for  the  sixteen  drugs  listed.)  The 
amount  of  money  which  could  be  saved  by 
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using  Delaware’s  “generic”  varietal  from  the 
stipulated  list  varied  from  quite  a bit  (hydro- 
chlorothiazide, 100  tablets  for  $3.70,  versus 
$7.70  for  Hydrodiuril  and  $6.90  for  Oretic),  to 
not  so  much  ($4.00  for  100  tablets  of  generic 
sulfisoxazole  versus  $4.70  for  Gantrisin).  The 
savings  could  conceivably  have  been  even 
greater;  I have  a current  maU  order  catalogue 
which  offers  100  tablets  of  sulfisoxazole  for 
$1.50. 

Sometime  after  the  first  mailing  all  practic- 
ing physicians  in  Delaware  received  a compu- 
ter printout  listing  all  the  drugs  they  had  pre- 
scribed for  Medicaid  patients,  along  with  the 
patients’  names  and  a suggestion  that  the  doc- 
tor’s list  be  reviewed  with  an  eye  to  generic 
substitution  whenever  possible.  This  sugges- 
tion made  me  curious  enough  to  review  the 
list  of  the  100  most  frequently  prescribed 
drugs  which  was  originally  mailed  to  us,  a 
newly  acquired  calculator  at  my  side. 

There  are  sixteen  drugs  available  on  the 
“generic”  list,  but  only  twelve  of  these  appear 
among  the  top  100  drugs  prescribed  and  only 
one,  hydrochlorothiazide,  is  in  the  top  ten  and 
as  number  ten  at  that.  The  twelve  drugs 
which  could  have  been  prescribed  generically 
accounted  for  a total  of  only  3,761  prescrip- 
tions out  of  35,272  and  a dollar  cost  of  $15,- 
679.  The  top  four  drugs  prescribed,  none  of 
which  are  available  generically,  accounted  for 
5,167  prescriptions  and  $24,267,  Valium,  the 
most  prescribed  drug  of  any,  alone  accounted 
for  1,445  (5  mg),  562  (2  mg),  and  257  (10 
mg)  or  2,264  prescriptions,  which  is  6.4%  of 
all  prescriptions,  and  $14,139  for  Valium  alone. 

The  fourth  most  common  item  on  the  list 
of  drugs  prescribed  was  Lanoxin,  but  generic 
digoxin  was  not  included  among  the  sixteen 
chosen  by  the  pharmacists  to  supply  “generi- 
cally.” Why?  Could  it  be  because  Burroughs 
Wellcome,  the  manufacturers  of  Lanoxin  brand 
of  digoxin,  themselves  underwrote  studies  a 
few  years  ago  which  demonstrated  that  others’, 
ie,  “generic,”  brands  of  digoxin,  did  not  mea- 
sure up  to  the  quality  of  Lanoxin?  This  widely 
publicized  episode  so  soured  many  on  the  con- 
cept of  generic  prescribing  that  I suspect 
digoxin  was  not  included  in  Delaware’s  list  of 


“generic  drugs”  to  avoid  stimulating  that  pain- 
ful memory. 

My  own  conclusion  from  studying  the  list 
of  drugs  actually  prescribed  and  the  “generic” 
list  is  that  probably  too  many  p>eople  are  re- 
ceiving Valium  when  phenobarbital,  butabar- 
bital,  meprobamate,  or  even  nothing  might  do. 
The  first  two  are  cheap;  the  third  is  on  the 
generic  list  and  cheaper  than  Valium. 

And  my  conclusion  about  the  usefulness  of 
generic  prescription  is  that  so-called  generic 
prescription  does  not  hold  a promise  for  sig- 
nificant dollar  savings  for  any  state  requiring 
it  because  so  many  of  the  medicines  physicians 
want  for  their  patients  are  available  from  only 
one  drug  company.  I personally  think  that 
physicians  should  know  the  generic  names  of 
drugs  but  for  different  reasons  than  are  cur- 
rently proposed;  the  physician  who  writes 
chlordiazepoxide,  diazepam,  and  fiurazepam,  is 
less  likely  to  expect  striking  therapeutic  differ- 
ences among  the  three  compounds.  He  is  also 
less  likely  not  to  know  that  Polycillin,  Omni- 
pen, and  Penbritin  are  all  different  brands  of 
ampicillin. 

As  long  as  drugs  are  patentable,  which  is 
probably  the  same  as  saying,  as  long  as  the  US 
body  politic  and  the  citizenry  it  represents  be- 
lieve in  the  free  enterprise  system,  new  drugs 
will  be  more  expensive  than  drugs  whose  pat- 
ent has  expired.  Lasix  is  a case  in  point,  about 
120  per  tablet  versus  70  for  the  most  frequently 
used  thiazide  diuretics.  The  human  body  be- 
ing subject  to  decline,  and  disease  being  mostly 
not  as  rapidly  or  as  well  controlled  as  patients 
or  their  physicians  would  like,  new  drugs 
which  promise  better  results — even  if  the 
promise  proves  less  with  experience  than  sug- 
gested before  that  experience  has  accumulated, 
will  always  have  a following.  And  new  drugs 
will  always  be  much  more  expensive  than  drugs 
old  enough  to  have  lost  their  protection  by 
patent  from  competition;  a new  medicament 
is  rarely  available  from  more  than  one  phar- 
maceutical house  during  its  first  few  years  on 
the  market. 

New  drugs  are  not  necessarily  better  than 
older  products  available  for  the  same  clinical 
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INTRODUCING  CANON’S 

NP-70 


One  copy  every  tour 
seconds  — and  every  one  looks 
as  good  as  the  original, 
sometimes  even  better! 


No  matter  how  light  or  dark 
the  original.  Canon's  Exposure 
Dial  will  provide  correct 
shading 


Cad  mi  urn  Sulfide  (CdS) 
which  IS  tar  more  hght- 
sensitive  than  materials 
used  by  older  technologies, 
is  what  makes  this  drum 
plate  ( photo  receptor) 
photosensitive. 


The  phcflo  receptor  mak^ 

‘ contact  with  the  developl 


Then  the  image  is  trans- 
ferred onto  plain  paper 
kissing  off  the  drum.  That's 
why  it's  termed  Now 
Process.  It  took  eight  years 
and  millions  of  dollars  to 
bring  this  new  technology 
to  market. 


The  easily  refillable  cassette 
holds  up  to  300  sheets  of 
plain  paper  in  all  standard 
sizes,  even  11x17. 


PIAIN  PAPER  COPIER 


A lot  of  plain  paper  copiers  have  come  on 
the  market  in  the  past  few  years.  And  they’ve 
all  had  one  thing  in  common:  the  same  old 
technology. 

But  now  there's  a new  proven  technology 
that  offers  you  many  advantages  over  older 
ones:  the  Canon  NP-70's  plain  paper  process. 

Let’s  start  with  image  quality. 

The  scale  shows  you  the  entire 
range  of  Canon's  copier  capabilities.  It 
reproduces  every  single  tone,  from 
white  to  black,  with  all  the  subtle  halftones 
in  between.  So  you  can  make  clear, 
clean  copies  of  things  that  didn’t  reproduce 
well  before.  Maps,  charts,  even  photographs. 
The  copy  image  is  also  permanent  and 
won’t  fade. 


The  two  dots  show  you  another  Canon 
advantage.  When  it  comes  to 
solid  dark  areas,  our 
process  doesn’t 
create  ghosty  edge 
effects,  as  older 
technology 
copiers  do.  Instead, 
it  reproduces 
these  dark  areas 
in  solid  black 
every  time. 

In  fact,  the 
Canon  NP-70 
produces  copies  that  look  like  actual  printed 
materials.  That’s  because  our  process  is 
based  on  the  same  principles  used  in  fine 
photogravure  printing.  It  wasn’t  easy  to  turn 


such  an  exacting  concept  into  a copier 
process,  but  we  did  it— after  eight  years  and 
many  millions  of  dollars. 

One  of  the  most  important  parts  of  any 
copier  is  the  lens.  And  the  Canon  lens  in  the 
NP-70  is  another  reason  why  our  copies 
look  so  much  like  the  originals.  As  every 
camera  pro  knows.  Canon  lenses  are 
unsurpassed  for  image  quality  and  fidelity. 


Of  course,  the  NP-70  is  a lot  more  than  a 
new  technology.  It’s  a compact,  table-top 
copier  that  has  far  bigger  ideas  than  other 
plain  paper  copiers. 

It  produces  copies  on  all  standard  paper 
sizes,  all  the  way  up  to  11  x 17  ledger.  It 


makes  copies  from  single  sheets,  book; 
colored  originals,  and  even  three-dime 
sional  objects,  at  a magnification  ratio ' I 
What  else?  It’s  easy  to  operate.  Warn 
so  quickly  that  you  can  turn  it  off  betw( 
uses  and  save  on  electricity.  It  churns  < 
copies  at  the  rate  of  one  every  four  sec) 
on  untreated,  unsensitized  plain  papei 
features  an  Exposure  Dial  that  provide 
correct  shading  when  your  originals  ar 
light  or  dark. 

It’s  small  enough  so  you  can  put  it  ju 
about  anywhere  in  your  offices.  No  spii 
wiring  or  connections  needed.  Smalle; 
companies  will  find  it  can  take  care  of  i- 
copying  needs.  And  large  companies 
find  it  an  ideal  addition  to  their  copier  i: 
To  find  out  more  about  the  NP-70  pi; 
paper  copier,  send  us  the  coupon. 

Cano 

PLAIN  PAPER  COF 


907  Shipley  St. 
Wilmington,  Del.  1989 
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Editorials 


use,  but  the  only  way  this  can  ever  be  deter- 
mined is  to  allow  clinicians  their  right — and  it 
should  not  be  considered  a privilege — to  pre- 
scribe them.  Saving  money  of  those  who  pay 
for  prescriptions  could  better  be  accomplished 
by  encouraging  rational  prescribing — and  non- 
prescribing— than  by  allowing  pharmacists  to 
say  one  brand  is  more  appropriate  to  dispense 
than  another  just  because  it  is  cheaper,  and 
to  allow  them,  rather  than  physicians,  the 
privilege  of  choosing  a particular  brand. 

B.Z.P. 

■ w ■ 

ON  GENERIC  PRESCRIBING 

The  true  issue  re  generic  drugs  in  our  com- 
munity needs  clarification.  Whether  by  law 
or  by  practice,  as  things  stand  now,  the  phy- 
sician who  writes  for  a drug  by  generic  name 
has  no  assurance  that  his  prescription  will  be 
filled  as  he  wrote  it.  The  pharmacist  is  free 
to  supply  either  the  generic  drug  or  any  brand 
name  variation  of  that  drug;  in  practice  he 
often  supplies  an  expensive  one  because  he  al- 
ready has  it  on  his  shelf  in  a bottle  only  partly 
used  to  fill  a prescription  in  which  that  par- 
ticiilar  brand  was  specified  by  another  physi- 
cian. 

I think  that  if  a physician  writes  for  a drug 
by  generic  name,  the  pharmacist  should  be 
required  to  supply  the  generic  form  of  the 


drug,  or  secure  the  physician’s  permission  for 
substitution. 

Physicians  have  been  protesting  any  pro- 
posed change  in  law  which  will  allow  substitu- 
tion of  the  pharmacist’s  judgment  for  that  of 
the  physician;  in  truth  that  is  what  is  now 
allowed  and  practiced,  and  that  should  be 
changed. 

David  Platt,  M.D. 

RICH  IS  BETTER 

In  addition  to  mundane  niceties  like  sport- 
cars,  country  clubs,  better  vintages,  and  fan- 
cier women,  it  has  now  been  actuarially  estab- 
lished that  the  rich  live  longer.  Mortality  data 
grouped  according  to  salary  (high,  middle,  and 
low)  show  mortality  rates  for  all  ages  to  be 
lower  as  income  gets  higher.  There  is  a simi- 
lar inverse  correlation  between  death  rate  and 
education.  Those  who  study  the  longest  live 
the  longest.  “Those  with  the  least  schooling 
among  both  sexes  had  about  one  and  one-half 
times  greater  mortality  than  those  with  one 
or  more  years  of  college.”^ 

Maybe  the  above  will  serve  as  balm  to  those 
in  the  higher  tax  brackets. 

B.Z.P. 

REFERENCE 

1.  Statistical  Bulletin,  Metropolitan  Life,  January  1975. 
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IS  YOUR  RETIREMENT  PLAN 


STILL  ON  TARGET? 


At  some  time  or  other,  all  of  us  have  given  consideration  to  a 
financial  plan  that  will  assure  a comfortable  retirement. 

Unfortunately,  all  too  few  of  us  review  our  plans  periodically  to 
see  if  they  are  standing  up  under  the  tests  of  time  and  changing 
circumstances. 

CANNON  & COMPANY,  INC.,  the  service  agent  for  PRO  SERVICES, 
INC.  and  your  Society  Keogh  Plan,  offers  all  Society  members  a free, 
no  obligation  “financial  check-up"  including: 

* Measure  Your  Current  Needs 

* Estimate  your  Retirement  Needs 

* Project  Your  Current  Plan  to  Retirement 

* Integrate  Your  Plan  with  the  New  Keogh  Law 

* Maximize  Your  Tax  Deductions 

Start  planning  early  to  take  full  advantage  of  the  larger  Keogh 
deductions  available  to  you  this  year. 

CALL  OR  WRITE 

CANNON  & COMPANY,  INC 
Dublin  Hall,  Suite  419 
1777  Walton  Road 
Blue  Bell,  Pennsylvania,  19422 
(215)  542-1420 

JAMES  R.  CASTLE,  PRESIDENT 


^^ook  *i^evlewd 

CURRENT  THERAPY  1974  edited  by  Howard  F. 
Conn,  M.D.,  W.  B.  Saunders,  Philadelphia,  1974. 
914  pp.  Ulus.  Price  $18.00. 

Attempting  a serious  review  of  this  ubiqui- 
tous tome  is  rendered  difficult  by  the  fact  that 
most  medical  people  are  familiar  with  it  and 
have  formed  a bias.  Advocates  enjoy  the  suc- 
cinct and  practical  presentations  delivered  in 
a personal,  sometimes  folksy  style.  The  authors 
deliver  their  opinions  in  a self-assured,  almost 
self-righteous  style  that  is  reminiscent  of  an 
earlier,  less  confusing  era  of  medicine.  There 
is  little  attempt  to  clutter  the  brief  essays  with 
confusing  physiology  or  unproven  concepts. 
Chapters  with  titles  such  as  Gaseousness  illus- 
trate the  grass-roots  level  of  problems  consid- 
ered, and  may  represent  definitive  works  in 
the  field. 

Detractors  will  find  several  easy  targets. 
The  organization  of  material  is  haphazard  and 
gaps  occur.  Other  topics  are  covered  with 
excruciating  detail  (a  whole  chapter  on  Portu- 
guese Man-of-War  stings).  The  quality  of  ar- 
ticles is  variable  from  excellent  to  poor.  (Au- 
thors are  changed  each  year,  however,  and 
each  year’s  edition  is  virtually  a new  book.) 
There  are  even  differences  in  treatment  recom- 
mended when  two  authors  cover  the  same  area 
(most  dramatically,  when  Drs.  Welch  and 
Boyer  stand  180°  apart  on  the  question  of  sur- 
gery for  esophageal  varices).  The  absence  of 
illustrations  is  a handicap — eighty  pages  of 
dermatology  without  a picture!  The  lack  of 
documentation  and  references  and  general 
avoidance  of  mechanistic  discussions  make  the 
book  useless  from  an  academic  standpoint. 

It  is  not  surprising  then  that  few  house  of- 
ficers are  seen  in  Conn’s  presence  during  the 
day.  Then,  cookbook  medicine  can  never  be 
allowed  to  replace  the  pursuit  of  knowledge, 
and  Harrison  and  Cecil  are  much  more  refined 
companions.  However,  at  2 a.m.  when  blurry 
eyes  and  impaired  cerebration  are  confronted 
with  crisis,  Harrison  is  simply  too  obscure. 
Conn’s  large  print  is  as  easy  on  the  eyes  as  its 


dogma  is  easy  on  the  brain.  I’m  sure  as  many 
readers  will  find  solace  in  this  volume  as  in 
years  past. 

William  L.  Jaffee,  M.D. 
!«  «« 

PHYSICAL  THERAPY  PROCEDURES:  SELECTED  TECH- 
NIQUES, 2nd  ed.,  by  Ann  H.  Downer,  Charles  C. 
Thomas,  Springfield,  III.,  1974.  216  pp.  Ulus. 
Price  $7.95. 

Since  there  are  few  books  on  the  subject, 
this  new  and  expanded  edition  is  a welcome 
contribution.  The  author  is  an  associate  pro- 
fessor of  physical  therapy  at  Ohio  State  Uni- 
versity. The  manual  covers  an  extensive  ar- 
ray of  physical  therapy  modalities  such  as  heat, 
cold,  hydrotherapy,  massage,  traction,  and 
therapeutic  and  diagnostic  uses  of  electricity. 
Numerous  applications  of  ultrasound  receive 
exhaustive  treatment.  Set-up  photographs 
have  been  introduced  to  show  patient  position- 
ing, draping,  and  such. 

The  main  strength  of  this  book  is  its 
thoroughness.  The  step-by-step  description  of 
procedures,  the  preparation  of  the  patient  and 
equipment,  and  the  safety  precautions  in  the 
operation  of  machinery  are  presented  with 
meticulous  attention  to  detail.  One  appreci- 
ates the  timely  warnings  on  patients  with 
cardiac  pacemakers.  The  chapter  on  trigger 
point  technique  with  the  use  of  ultrasound  is 
another  innovation. 

On  the  other  hand,  considerable  space  is 
taken  up  by  outmoded  techniques  of  unproven 
or  limited  effectiveness  (eg,  medical  galvan- 
ism). 

The  author  generally  starts  each  chapter  by 
listing  the  steps  of  the  procedure,  without 
telling  what  it  is,  what  it  does,  or  what  it  is 
used  for.  As  stated  in  the  preface,  no  attempt 
has  been  made  to  discuss  effects,  indications, 
or  contraindications.  This  presupposes  that 
the  average  reader  is  expert  enough  to  avoid 
pitfalls,  or  that  he  will  seek  the  information 
elsewhere.  P.T,  prescription  writers,  whether 
physicians  or  therapists,  do  make  mistakes. 
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Besides,  they  often  leave  details  (water  tem- 
perature, etc.)  to  the  therapist,  the  person 
who  has  the  final  responsibility  and  is  the  pa- 
tient’s last  line  of  defense.  Personally,  I 
would  prefer  to  see  modality  effects,  indica- 
tions, and  contraindications  available  at  a 
glance. 

The  book  has  an  impressive,  scholarly  bibli- 
ography and  a comprehensive  index.  The 
photographs  and  tables  are  very  effective,  the 
paper  an»d  type  face  excellent.  This  technical 
manual  should  be  most  useful  to  P.T.  students 
and  therapists  working  under  supervision.  It 
will  be  a valuable  source  of  reference  to  all 
interested  in  physical  therapy  procedures. 

Abraham  Vinograd,  M.D. 

u; 

THE  MEDICAL  RUNAROUND:  A DOCTOR  TELLS 
WHY  TODAY’S  PHYSICIANS  ARE  SO  USELESS  by 
Andres  Malleson,  M.D.,  Hart  Publishing  Co.,  New 
York,  1973.  336  pp.  Price  $7.95. 


This  is  a provocative  and  challenging  book, 
all  336  pages  of  it.  It  is  written  by  a physician 
trained  in  Britain  in  both  internal  medicine 
and  psychiatry,  who  since  1969  has  been  teach- 
ing psychiatry  at  Toronto  University  in  Can- 
ada. 

His  chapters  and  photographs  of  once-in- 
vogue  “proved”  medical  treatments  now 
known  to  have  been  not  only  worthless  but 
harmful  are  fascinating,  and  he  predicts  that 
many  of  our  presently  proved  therapies  will 
later  meet  an  equal  verdict. 

He  concedes  that  enormous  advances  have 
been  made  in  the  state  of  our  health,  but  in- 
sists that  this  is  the  result  not  of  sickness  care 
but  of  public  health  measures,  pure  food  and 
drug  laws,  contraception,  control  of  pollution, 
and  especially  raising  of  our  standard  of  living. 

He  disputes  the  thesis  that  medical  care  is 
a right  and  insists  that  no  man  has  any  rights 
except  those  earned  by  his  own  responsible  be- 
havior. He  insists  that  our  present  medical 
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care  system  is  helping  create  a sick  society  by 
having  patients  expect  a prescription  for  every 
bad  feeling  and  that  present  doctoring  delays 
a patient’s  adjustment  to  his  problems.  Pills 
for  anxiety,  sickness  compensation,  and  mal- 
practice compensation  are  equal  evils.  Some 
measure  of  anxiety  is  natural  and  useful,  and 
patients  should  learn  to  rely  on  themselves  and 
their  fellows  for  help,  not  pills  and  doctors. 
He  blasts  his  fellow  psychiatrists  especially,  in 
that  they  coddle  patients  and  delay  their 
eventual  attempts  to  cope  successfully.  Social 
workers  in  this  regard  are  worse  than  physi- 
cians. He  praises  all  patient  self-help  groups 
from  Alcoholics  Anonymous  to  Weight  Watch- 
ers to  Synanon,  and  thinks  we  should  have 
more  of  them.  He  insists  that  much  more 
energy  must  be  expended  to  decrease  environ- 
mental pollution,  highway  hazards,  and  unsan- 
itary housing.  He  demands  that  we  reorder 
our  medical  priorities  to  eliminate  such  drama- 
tic and  costly  frills  as  heart  transplants  in  or- 
der to  concentrate  energies  on  contraception, 
prenatal  and  pediatric  care,  early  detection  of 
disease  by  mass  screening,  and  then  patient 
rehabilitation. 

He  says  our  present  fee-for-service  system 
of  payment  for  medical  care  fosters  over-care 
and  coddling  of  those  able  to  pay,  that  the 
growing  trend  toward  third  party  payment  is 
a hazard  for  all,  and  that  the  British  National 
Health  Insurance  scheme  is  a worse  disaster 
in  that  it  discourages  all  patient  initiative  for 
self-help. 

He  has  his  own  suggestion  for  a revision  of 
our  system  of  medical  care,  which  I personally 
think  will  fall  short  of  solving  the  problems  he 
so  brilliantly  exposes. 

I suggest  you  read  Dr.  Malleson’s  very 
timely  book  and  see  what  you  think. 

David  Platt,  M.D. 

« 

HANDBOOK  OF  PHYSIOLOGY,  SECTION  8,  RENAL 
PHYSIOLOGY  edited  by  Jack  Orloff  and  Robert  W. 
Berliner,  Executive  Editor  Stephen  R.  Geiger,  Ameri- 
can Physiological  Society.  Distributed  by  Williams 
& Wilkins,  Baltimore,  1973.  1052  pp.  Price  $72.50. 
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This  extraordinary  volume  of  1,052  pages 
is  divided  into  29  chapters.  A list  of  con- 
tributors to  each  chapter  reads  like  “who’s 
who  in  nephrology.”  The  purpose  of  this  mas- 
sive volume  is  to  put  together  in  one  place 
what  is  known  of  renal  physiology  today.  The 
early  chapters  are  concerned  with  anatomy 
and  ultra-structure  of  the  glomerulus  and  vari- 
ous portions  of  the  nephron.  Following  this, 
there  is  a series  of  chapters  concerned  with 
the  technology  of  physiological  techniques 
such  as  clearances  oi  stop-flow  technique  and 
micropuncture.  This  is  followed  by  glomeru- 
lar filtration,  electrolyte  transport  and  urine 
concentration,  dilution,  and  acidification.  Fol- 
lowing this,  there  is  a series  of  chapters  which 
are  concerned  with  the  transport  of  individual 
ions  and  then  divalent  cations,  amino  acids, 
etc.  The  final  chapters  are  devoted  to  the 
effect  of  hormones,  aldosterone  and  renin,  and 
finally  the  action  of  diuretics. 


The  anatomical  chapters  are  gorgeously  il- 
lustrated, and  since  the  intent  of  this  volume 
is  to  serve  as  a reference  book  and  a jumping- 
off  place,  each  chapter  is  heavily  referenced. 
A credit  to  the  editors  is  the  fact  that  the 
flow  of  information  as  one  moves  through  this 
volume  is  unusually  good.  There  is  a logical 
connection  between  the  one  chapter  and  the 
next,  and  one  is  impressed  that  the  book  is  al- 
most as  well  integrated  as  the  kidney. 

If  one  were  to  levy  any  criticism,  it  might 
be  in  the  index  which  is  relatively  brief  for 
such  a detailed  book.  I believe  that  to  attack 
the  book  properly  one  must  have  a pretty  good 
understanding  of  its  contents. 

The  book  is  definitely  not  for  beginners,  but 
if  it  is  facts  that  you  are  looking  for,  they  are 
all  here.  It  is  as  advertised,  a seventy-two  dol- 
lar collection  of  physiological  data  on  the  kid- 
ney, a masterful  work  that  will  be  sought  after 
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by  the  nephrologists  and  the  physiologists,  but 
not  by  the  average  clinician.  It  certainly 
should  be  considered  as  a must  for  any  good 
library,  for  its  concepts  will  last  a long  while. 

Robert  B.  Flinn,  M.D. 

« 

LABORATORY  TESTS  FOR  THE  ASSESSMENT  OF 
NUTRITIONAL  STATUS  by  H.  E.  Sauberlich,  J.  H. 
Skcila  and  R.  P.  Dowdy,  CRC  Press,  Cleveland, 
1974.  144  pp.  Price  $ 1 2.95. 

This  book  was  originally  published  as  an 
issue  of  CRC  Critical  Reviews  in  Clinical 
Laboratory  Sciences,  but  unlike  most  CRC 
reviews  it  does  not  offer  a critical  assessment 
of  different  methodologies;  that  is  the  only 
drawback  to  a book  which  contains  an  absolute 
wealth  of  information  packed  into  just  144 
pages. 

The  topics  covered  include  vitamins,  protein 


calorie  malnutrition,  mineral  deficiency,  iron 
deficiency,  and  deficiency  of  iodine  and  essen- 
tial fatty  acids.  Emphasis  is  placed  on  the 
type  of  test  which  is  possible  to  use  in  nutri- 
tional surveys  rather  than  the  more  esoteric 
procedure  available  at  only  a few  centers. 

The  general  caveat,  that  serum  or  plasma 
levels  of  a nutrient  and  total  body  stores  do 
not  always  correlate,  is  repeatedly  emphasized, 
especially  with  reference  to  ascorbic  acid  and 
folate  levels.  Nevertheless,  repeatedly  low 
levels  of  any  nutrient  do  eventually  correlate 
with  depletion  of  body  stores;  hence  a trend 
in  plasma  levels  may  be  more  significant  than 
any  one  determination. 

Lists  of  references  are  very  comprehensive; 
there  are  84  to  the  three-page  chapter  on  Vita- 
min E deficiency  alone,  although  very  few  are 
dated  later  than  1971. 

This  is  a most  useful  reference  book  for  the 
clinical  laboratory  and  a great  aid  in  determin- 
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ing  what  tests  are  available  when  the  defici- 
ency of  a particular  nutrient  is  suspected. 

LABORATORY  TECHNIQUES  FOR  THE  DETECTION 
OF  HEREDITARY  METABOLIC  DISORDERS  by  Vivian 
E.  Shih,  M.D.,  CRC  Press,  Cleveland,  1973.  225  pp. 
Price  $27.00. 

There  is  a current  fashion  that  dictates  that 
any  self-respecting  clinical  laboratory  publish 
its  ‘cook  book,’  the  result  being  that  a mini- 
flood of  such  books  has  appeared  on  the  mar- 
ket. Dr.  Shih’s  book  is  one  of  several  on 
screening  tests  for  inborn  errors,  but  it  has 
the  distinct  advantage  of  coming  from  an  im- 
pressive source,  the  amino  acid  disorders  labor- 
atory at  the  Massachusetts  General  Hospital, 
and  from  an  author  who  has  published  exten- 
sively in  the  field  and  was  taught  by  the  late 
Mary  Efron.  The  result  is  a very  good  re- 
view of  screening  methods,  particularly  for 
amino  acid  disorders,  with  considerable  space 
given  to  newer  analytical  techniques. 

The  first  chapter  gives  a summary  table  list- 
ing 95  known  inborn  errors,  their  clinical  find- 
ings, and  underlying  biochemical  abnormali- 
ties. Also  separately  listed  is  that  group  of 
conditions  which  show  clinical  evidence  in  the 
neonatal  period  or  early  infancy.  The  next 
chapter,  accounting  for  70%  of  the  book,  is 
devoted  to  the  amino  acid  disorders  and  de- 
-monstrates  clearly  where  Dr.  Shih’s  interests 
lie.  A considerable  part  of  this  chapter  deals 
with  test  interpretation  and  further  investiga- 
tion, which  enhances  its  overall  usefulness. 
Other  chapters  cover  sugars,  organic  acids, 
and  mucopolysaccharides.  A one-page  chap- 
ter lists  such  ‘miscellaneous’  disorders  as  Tay- 
Sachs  disease,  sickle  cell  disease,  and  glucose- 
6-phosphatase  deficiency. 

A final  chapter  on  screening  programs  deals 
mainly  with  the  one  in  Massachusetts,  the 
most  comprehensive  state  program  in  the  coun- 
try. The  cost  benefit  of  such  a program  has 
been  analyzed  in  a recent  article  in  the  New 
England  Journal  of  Medicine.^ 

This  is  a useful  book  for  the  laboratory 
which  is  heavily  involved  in  neonatal  screen- 


ing, but  the  price  seems  high  for  a book  just 
225  pages  long. 

P.  John  Pegg,  M.D. 

1.  M assachu.scUs  Department  of  I’ublic  Health:  C'osl  benefit  analy- 
sis of  newborn  screeninjr  for  metabolic  (Iis4)nler.s,  \ R [ M 291: 
1-114  1416.  l‘>74. 

^ ^ w 

THE  TRUE  ACCOUNT  OF  THE  DEATH  BY  VIOLENCE 
OF  GEORGE’S  DRAGON  by  Stan  Washburn, 

Godine,  Boston,  1974.  188  pp.  Ulus.  Price  $3.50. 

This  surprising  little  book  suggests  that  con- 
trary to  legend  a delightful  dragon  was  mur- 
dered in  cold  blood  by  George,  who  was  not 
at  all  a saint  but  a villainous  henchman  of  a 
militaristic  king.  The  story  is  mean,  the  draw- 
ings are  as  cruel.  It’s  clever,  but  not  exactly 
cheering. 

THE  CURE  by  Paul  Ferris,  Dial  Press,  New  York, 
1974.  243  pp.  Price  $7.95. 

The  politics,  the  lusts  for  glory,  and  the 
fleshly  indulgences  of  the  director  of  a major 
cancer  research  laboratory  and  several  re- 
searchers are  herein  detailed.  The  writer  is 
said  to  have  spent  two  years  in  cancer  labora- 
tories; I would  dearly  love  to  know  which  ones 
and  after  whom  he  patterned  his  non-admir- 
able  characters.  His  British  background  is 
betrayed  only  once,  by  a minor  error  which 
would  have  been  caught  by  an  American  phy- 
sician proof  reader.  We  say  “metastases” 
rather  than  “secondaries.”  Otherwise,  I found 
the  story-line  creditable,  if  not  admirable. 

It  will  definitely  not  be,  as  the  jacket  blurb 
says  it  might,  the  most  important  novel  of  the 
year,  but  it  was  fun  to  read. 

Bernadine  Z.  Paulshock,  M.D. 

NEWER  ANTIBIOTICS — 

INDICATIONS  AND  CONTRAINDICATIONS 

Quiz  will  be  found  on  page  244 
Answers 
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Speakers  on  Speakers  for  June,  1975  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 
"Ask  the  Doctor”  produced  by  the  Medical  Society  of  Delaware  are:  June  3,  Charles  Levy, 
M.D.,  The  Question  of  Following  Doctor’s  Orders  or  Patient  Compliance; 
June  10,  Patrick  T.  Hart,  M.D.,  Diet  and  Exercise;  June  17,  Richard  H. 
Bonder,  M.D.,  Hair  Transplantation;  June  24,  Theodore  B.  Strange,  M.D., 
Back  Pain. 


In  the  News  Ronald  C.  Corbalis,  M.D.  has  been  appointed  to  the  Board  of  Directors  of 
Blue  Cross  and  Blue  Shield  of  Delaware,  Inc. 

Bernadine  Z.  Paulshock,  M.D.  has  been  appointed  to  the  Bicycle  Task  Force 
of  the  State  of  Delaware  Division  of  Highways. 

The  new  officers  of  the  Delaware  Psychiatric  Society  are:  V.  Terrell  Davis, 
M.D.,  President;  Tengiz  M.  Alatur,  M,D.,  President-Elect;  Karnik  Gurdi- 
kian,  M.D.,  Secretary -Treasurer. 

John  B.  Geissinger,  M.D.,  of  Dover  was  recently  elected  to  the  Capital  Dis- 
trict School  Board. 

G.  Dean  MacEwen,  M.D.,  will  be  one  of  the  faculty  in  a course  on  Pediatric 
Metabolic  Bone  Disease,  given  June  4-6,  at  the  Royal  Victoria  Hospital  in 
Montreal. 

James  R.  McNinch,  M.D.,  of  Dover,  has  been  appointed  by  Governor  Tribbitt 
to  the  Board  of  the  Delaware  Institute  of  Medical  Education  and  Research 
(dimer). 

At  the  organizational  meeting  of  the  Delaware  Allergy  Society  the  following 
officers  were  elected:  Charles  M.  Bancroft,  M.D.,  President;  Richard  F. 
Brams,  M.D.,  Vice  President;  Arlo  J.  Courier,  M.D.,  Secretary-Treasurer. 

Marjorie  J.  McKusick,  M.D.,  has  been  elected  Alternate  District  Chairman 
for  District  III  (Pennsylvania,  New  Jersey,  Maryland,  Delaware,  District 
of  Columbia,  and  West  Virginia)  of  the  American  Academy  of  Pediatrics 
for  a three-year  term. 


Cardiology 

Audio-Visual 

Aides 


An  audio-visual  lecture  series  on  the  Clinical  Practice  of  Cardiology  is  avail- 
able on  loan  for  practicing  physicians.  Each  kit  contains  a tape  cassette 
recording  and  a set  of  35  mm  slides.  For  information  contact  the  Delaware 
Heart  Association,  654-5269. 


The  Chiselers  Mrs.  Christopher  R.  Donoho,  Sr.,  {Dorothea)  and  Mrs.  Melita  Phillips, 
former  Assistant  Editor  of  the  Delaware  Medical  Journal,  members  of  a local 
sculpture  group.  The  Chiselers,  are  represented  in  an  exhibit  at  the  George 
B.  Scarlett  Gallery,  Hillendale  and  Bayard  Roads,  Kennett  Square,  Penn- 
sylvania, through  June  3rd. 
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CLINICAL  NOTICES  AND  MEETINGS 

Cardiovascular  A conference  on  Advances  in  Research  and  Therapy  in  Cardiovascular  Disease  will 

Disease  Conference  be  held  June  25-27  in  Bethesda,  Maryland.  For  information  contact:  Division  of 

Special  Studies,  National  Graduate  University,  3408  Wisconsin  Avenue,  N.W.,  Wash- 
ington, D.C. 20016. 


Congenital  Club  A program,  “A  Day  in  Pediatric  Orthopaedics — Congenital  Club  Foot,”  will  be  held 
Foot  Program  June  14  at  Howard  University  Hospital,  Washington,  D.C.  Current  concepts  in  the 

role  of  genetics,  the  pathological  anatomy,  x-ray  findings  and  conservative  and  surgical 
treatment  of  congenital  club  foot  will  be  presented.  For  information  contact:  Charles 
H.  Epps,  Jr.,  M.D.,  Professor  and  Chief,  Division  of  Orthopaedic  Surgery,  Howard 
University  Hospital,  2041  Georgia  Avenue,  N.W.,  Washington,  D.C.  20059. 


Health  Law  A seminar  on  Medical  Staff  Law  and  Bylaws  will  be  held  in  Hilton  Head  Island,  South 

Center  Seminars  Carolina,  July  7-9.  A seminar  on  Emergency  Medical  Services — Legal  Aspects  will  be 

held  in  Virginia  Beach,  Virginia,  July  23-25.  Other  Health  Law  Center  seminars  are 
planned.  For  information  write:  Registrar,  Health  Law  Center,  Aspen  Systems  Cor- 
poration, 11600  Nebel  Street,  Rockville,  Maryland  20852. 


American  College  A postgraduate  course  “Topics  in  Clinical  Hematology — II;  Hemolytic  Anemia”  will 

of  Physicians  be  held  in  Waterville,  Maine,  July  14-17.  For  information  write:  Registrar,  Post- 

graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia,  Pennsylvania  19104. 


Institute  for  Sex  Indiana  University  will  conduct  a 1975  Summer  Program  in  Human  Sexuality,  July 
Research  23- August  1.  Registration  fee  is  $285.  Deadline  for  reservations  is  June  20.  For 

information  write:  Institute  for  Sex  Research — Summer  Program,  416  Morrison  Hall, 
Indiana  University,  Bloomington,  Indiana  47401. 


Mushroom  The  Second  Annual  Aspen  Mushroom  Conference,  designed  for  physicians,  scientists. 

Conference  and  amateur  mycologists  interested  in  the  identification  and  toxic  and  hallucinogenic 

properties  of  mushrooms,  will  be  held  in  Aspen,  Colorado,  August  11-15.  For  informa- 
tion write:  Aspen  Mushroom  Conference,  Registration  Division,  3300  South  Wabash 
Court,  Denver,  Colorado  80231. 


Cardiology  Seminar  A seminar  “Three  Days  of  Cardiology — Fundamental  Approaches  to  Cardiovascular 
Therapeutics”  will  be  held  at  Hilton  Head  Island,  South  Carolina,  August  21-23.  For 
information  contact:  George  E.  Stewart,  Jr.,  American  Heart  Association,  44  East 
23rd  Street,  New  York,  New  York  10010. 


CXASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


PEDIATRICIAN:  Board-certified  with  training  in 
neonatology  seeking  group  or  hospital-based  practice 
immediately. 

RARE  COINS:  Gold,  silvei',  type  coins  approved  and 
certified  for  Keogh,  pension  or  private  investment. 
Bullion  fluctuates  and  is  speculative,  but  select  rare 
coins  increase  value  consistently.  Physician’s  hobby 
of  many  years  converted  to  sound  counseling  service. 


Confidential,  write  for  recommended  plan  to  Dela- 
ware Medical  Journal. 

PSYCHIATRIST:  University  of  Delaware,  Student 
Health  Service.  Available  July  1975.  Equal  oppor- 
tunity employer.  Contact  Marjorie  J.  McKusick, 
M.D.,  Director,  Student  Health  Service,  Newark, 
Delaware,  302-738-2226. 
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According  to  her  major 
)toms,  she  is  a psychoneu- 
patient  with  severe 
2ty.  But  according  to  the 
ription  she  gives  of  her 
igs,  part  of  the  problem 
sound  like  depression, 
is  because  her  problem, 
lugh  primarily  one  of  ex- 
ve  anxiety,  is  often  accom- 
;d  by  depressive  symptom- 
gy.  Valium  (diazepam) 
rovide  relief  for  both— as 
tcessive  anxiety  is  re- 
i,  the  depressive  symp- 
associated  with  it  are  also 
relieved. 

’here  are  other  advan- 
in  using  Valium  for  the 
igement  of  psychoneu- 
anxiety  with  secondary 
!ssive symptoms:  the 
lotherapeutic  effect  of 
m is  pronounced  and 
. This  means  that  im- 
:ment  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


• V 


Naliurti 


2-mg,5-mg,  10-mg  tablets 


llance  because  of  their  predisposi- 
I habituation  and  dependence.  In 
ancy,  lactation  or  women  of  child- 
igage,  weigh  potential  benefit 
;t  possible  hazard, 
jtions:  If  combined  with  other  psy- 
tpics  or  anticonvulsants,  consider 
Illy  pharmacology  of  agents  em- 
I;  drugs  such  as  phenothiazines, 

;ics,  barbiturates,  MAO  inhibitors 
her  antidepressants  may  potentiate 
ion.  Usual  precautions  indicated  in 
ts  severely  depressed,  or  with  latent 
ision,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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THE  MEDICAL  LIABILITY  SITUATION 

According  to  the  latest  Gallup  Poll,  which  was  devoted  solely  to  professional  liability,  nine 
out  of  ten  Americans  are  aware  of  doctors’  and  hospitals’  difficulty  in  obtaining  liability  insur- 
ance. Here  in  Delaware  your  Society  has  worked  diligently  to  forestall  the  rapidly  increasing 
problems  in  the  malpractice  liability  situation. 

A number  of  legislative  liability  reforms  have  been  introduced  in  Dover  this  spring.  The 
Society-sponsored  House  Bill  666  introduced  by  Representatives  James  D.  McGinnis  (D),  Casi- 
mir  Jonkiert  (D),  Robert  Powell  (D),  Harry  Derrickson  (R),  and  Leslie  Ridings  (R),  and 
Senators  Herman  Holloway  (D),  Thurman  Adams  (D),  Jacob  Zimmerman  (D),  and  Robert 
Bemdt  (R)  earlier  this  month  has  been  assigned  to  the  Health  and  Social  Services  Committee 
chaired  by  Representative  Edward  Morris  (D). 

The  bill  calls  for: 


• Mandatory  pre-trial  screening  panels 

• Limitation  of  awards  to  $300,000  in  the  aggregate 

• Open-ended  medical  expenses 

• Limitation  on  attorneys’  contingency  lees 

• Judge’s  discretion  on  periodic  pa5nnent  of  awards,  with  reversionary  features 

• Collateral  source  (any  award  shall  be  reduced  by  any  collateral  pa3nnents  for 
the  same  injury) 

• Trial  by  jury 

• Three^ear  statute  of  limitations  (except  minors  who  do  not  attain  the  age  of 
eighteen  years  within  such  time  shall  have  until  the  expiration  of  five  years  from 
the  date  of  such  act  or  omission  or  until  they  attain  the  age  of  eighteen  years, 
whichever  period  is  shorter) 

• Limitation  on  res  ipsa  loquitor 

• No  ad  damnum  (no  dollar  amount  or  figure  shall  be  included  in  the  demand  in 
any  malpractice  complaint) 

• Study  Commission 

• Malpractice  Insurance  Authority,  which  is  empowered  to  make  malpractice 
liability  insurance  available  in  this  state. 

This  is  a good  piece  of  legislation.  All  the  features  that  have  been  recommended  by  the 
American  Medical  Association  as  being  prerequisites  for  desirable  legislation  can  be  found  in  our 
bill.  If  action  is  not  taken  by  June  30,  there  is  a possibility  of  House  Bill  666  being  considered 
in  a special  session  of  the  Legislature. 


FLASH!  FLASH!  We  have  just  been  notified  that  there  will  be  a public  hearing  in  Dover 
in  September,  and  H.B.  666  will  be  brought  out  of  committee  and  acted  upon  at  a special  session 
in  October. 
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Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress—Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 
Phenobarbital  (to  lessen  cardiac  stimulation) . 


INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  he 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 

Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter.  V 

ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea,  a 

cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine:  In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv-  J : 

ousness,  tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary  retention,  especially  in  the  presence  of  partial  prostatic  obstruction.  * 

Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be  X 

habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of  ^ 

use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail-  i 
able  in  bottles  of  100  and  1000  tablets;  Mudrane-2  and  f 

Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons.  i 


Federal  law  'prohibits  dispensi'ttg  ivithout  prescription. 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23261 
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To  the  Editor: 

Dr.  Bernadine  Z.  Paulshock’s  editorial,  “Is 
Generic  Better?,”  {Delaware  Medical  Journal, 
May  1975,  p 268)  brings  to  my  mind  the  fol- 
lowing. A few  months  ago  in  his  campaign  for 
generic  prescribing,  James  Hudiburg  for  Blue 
Cross-Blue  Shield  of  Delaware,  Inc.  mailed 
each  physician  a list  of  the  drugs  he  had  pre- 
scribed in  1974.  My  computer  print-out  in- 
cluded many  brand  name  drugs  I never  pre- 
scribed, and  some  I never  heard  of.  This  illus- 
trates the  fact  that  in  practice  our  local  drug- 
gists freely  substitute  brand  name  drugs  of 
their  own  choosing  for  generic  drugs  prescribed 
by  physicians. 

David  Platt,  M.D. 

« « 

To  the  Editor: 

There  have  been  several  recent  articles  in 
Medical  Economics  and  other  journals  about 
recertification  examinations.  In  describing 
their  study  patterns  for  the  examination,  the 
doctors  mention  getting  up  at  6 a.m.  and  set 
themselves  a very  detailed  schedule  of  study- 
ing. Although  I do  not  have  the  quotes  before 
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MARY  K.  CARL,  Ph.D. 

Dean  Mary  Kathryn  Carl,  College  of  Nurs- 
ing, University  of  Delaware,  died  suddenly, 
but  not  unexpectedly,  on  May  25,  1975.  Thus 
ended  the  career  of  a dynamic,  resourceful 
leader  of  health  care  in  the  State  of  Delaware. 

Although  Dean  Carl  was  in  our  State  for 
only  nine  years,  her  accomplishments  were 
enormous.  Her  primary  goal  was  to  establish 
a nursing  school  of  excellence,  eventually 
leading  to  a Ph.D.  in  nursing,  an  accomplish- 
ment nearing  completion  at  the  time  of  her 
premature  death.  She  was  a hard  taskmaster 
to  her  students  and  staff,  but  set  a masterful 
example  of  diligence  and  hard  work  for  them 
to  emulate.  Her  interest  in  community  health 


me,  I believe  they  remarked  how  good  it  was 
to  get  back  into  harness  and  to  tax  their 
minds  and  to  rev  up  once  again  for  hard  work. 

Interestingly  enough,  behavior  pattern  type 
A,  described  as  being  characterized  by  exces- 
sive sense  of  time  urgency,  preoccupation  with 
vocational  deadlines,  enhanced  aggressiveness, 
and  competitive  drive,  in  addition  to  striving, 
diligence,  ambition,  and  perfectionism,  has 
been  cited  as  having  an  increased  prevalence 
of  coronary  heart  disease. 

Certainly  all  of  us  who  have  successfully 
gotten  through  medical  school  and  postgradu- 
ate hospital  training  must  be  pretty  compul- 
sive to  survive  at  all.  If  we  are  successful  in 
rearranging  our  priorities  to  cut  down  on  this 
type  of  behavior,  and  hopefully  prolong  our 
life  expectancy.  Big  Brother  recertification  ex- 
amination procedures  want  to  slap  us  down 
again. 

It  would  almost  seem  as  if  the  type  of  be- 
havior encouraged  by  the  studying  for  such  an 
exam  will  in  the  long  run  tend  to  increase  be- 
havior that  leads  to  coronary  artery  disease 
and  early  myocardial  infarction. 

Jules  S.  Levine,  M.D 

% 


care  and  her  desire  for  the  recognition  of  the 
practice  of  nursing  as  an  equal  but  separate 
profession  from  the  practice  of  medicine  made 
her  a controversial  figure  in  the  medical 
world.  Those  of  us  who  had  the  privilege  of 
knowing  her  well,  learned  to  respect  her  for 
her  high  ideals,  dedication  to  people,  their 
needs  and  rights  to  medical  care,  and  the  ad- 
vancement of  the  nurse  as  a provider  of  pri- 
mary care.  Let  us  hope  these  accomplish- 
ments will  not  be  forgotten.  Surely  Mary 
Carl  win  live  on,  in  the  hearts  and  minds  of 
the  students  she  inspired,  and  those  of  us  in 
the  medical  world  whose  lives  and  thoughts 
have  been  touched  by  her  philosophy. 

Marjorie  J.  McKusick,  M.D. 


June,  1975 


295 


Address 


State . 


i-Soyalac  and  regular  Soyalac  are  palatable,  readily 
digestible  and  assimilated.  It 
simulates  human  milk  in  ap- 
pearance,  taste  and  texture. 

It  is  complete  with  vitamins  ^ V*. 
and  minerals.  It  is  suitable  for 
infants  and  children  who  are  sensitive 
to  or  cannot  tolerate  cow’s  milk. 

For  nearly  a quarter  of  a century,  Soyalac  has  proven 
its  value  in  promoting  growth  and  development— 
as  shown  by  extensive  clinical  data. 

Available  in  four  forms : i-Soyalac  Concentrated, 
Soyalac  Concentrated,  Soyalac  Ready-to- 
Serve,  and  Soyalac  Powder. 


i-Soyalac  from  isolated  protein  loithout  corn. 


Send  to:  Loma  Linda  Foods 

Medical  Products  Division 
Riverside,  Calif.  92505 

Please  send  me  free  sample  and  literature. 

Name , 


Help 

stop  the  tears 

of  colic,  diarriiea 
or  similar  malad); 

IJsci-Sk^alac. 


Or  a simple  note  on  your  prescription  form  will  do. 


A COOPERATIVE  CANCER  RESEARCH  PROGRAM 


Allen  W.  Kehrt 


The  growth  of  the  Delaware  Cancer  Net- 
work since  its  beginning  in  1972  has  been  ac- 
complished by  a series  of  small  steps  designed 
to  build  a good  foundation  and  a strong  or- 
ganization upon  which  to  develop  further  pro- 
grams. One  of  the  initial  goals  of  the  plan- 
ning grant  that  funded  the  beginning  of  the 
Delaware  Cancer  Network  was  the  develop- 
ment of  a strong  research  base  in  conjunction 
with  the  strengthening  of  existing  clinical  ac- 
tivities. For  the  past  two  years,  the  primary 
emphasis  has  been  to  move  the  program  to  the 
point  where  it  would  become  a stable  organi- 
zation capable  of  managing  more  complex  pro- 
grams. The  most  recent  accomplishment  of 
this  fledgling  organization  has  been  to  assure 
its  stability  for  the  immediate  future  by  having 
Dr.  Leslie  W.  Whitney  accept  the  position  of 
Director.  The  presence  of  a full  time  Medical 
Director  should  significantly  enhance  the 
chances  for  continued  success.  The  Delaware 
Cancer  Network  is  now  in  a position  to  reach 
some  of  its  initial  goals  more  easily,  including 
the  development  of  a basic  cancer  research 
component  as  originally  envisioned.  Although 
the  traditional  concept  of  a centrally  located 
research  facility  to  house  the  majority  of  can- 
cer research  activity  is  a probable  long-range 
ideal,  there  is  no  reason  why  an  intermediate 
program  of  cancer  research  might  not  be  de- 
veloped as  a cooperative  program  involving 
many  institutions  and  organizations  spread 
throughout  the  state  and  functioning  as  a 
“network.”  Through  the  sharing  of  ideas  and 
resources,  the  whole  might  prove  to  be  greater 
than  the  sum  of  its  parts. 

Mr.  Kehrt  is  the  Administrator  of  the  Delaware  Cancer  Net- 
work. 


The  present  intention  of  the  Delaware  Can- 
cer Network  is  to  submit  a planning  grant  ap- 
plication to  the  Division  of  Cancer  Research, 
Resources  and  Centers  of  the  National  Can- 
cer Institute  on  October  1,  1975,  in  tbe  hope 
of  obtaining  funds  to  help  formulate  a cooper- 
ative research  program  within  the  area.  At 
present,  the  basic  research  occurring  within 
Delaware  is  scattered  throughout  the  state 
among  medical  and  educational  institutions 
and  private  industry.  Such  geographical  dis- 
persion of  assets  might  make  this  “network” 
concept  an  ideal  way  to  develop  the  cancer 
research  potential  of  Delaware.  Since  the  de- 
velopment of  a basic  research  facility  that 
would  centralize  much  of  this  activity  is  a 
long  way  off,  it  might  be  appropriate  to  take 
intermediate  steps  at  this  time  to  begin  to  form 
avenues  of  communication  and  cooperation 
among  the  various  research  projects  in  Dela- 
ware. An  initial  activity  that  might  be  funded 
under  this  grant  would  be  the  identification  of 
cancer  research  and  resources  presently  in 
Delaware  and  the  development  of  a plan  to 
begin  communication  and  cooperation  among 
different  groups. 

The  diverse  nature  and  location  of  the  many 
resource  facilities  within  the  state  make  the 
possibility  of  close  communication  and  cooper- 
ation extremely  difficult.  There  is  no  reason, 
however,  that  while  potential  relationships  are 
being  defined,  the  community  of  individuals 
concerned  with  cancer  research  should  not  be 
receptive  to  the  suggestion  of  developing  a 
body  or  committee  under  an  intermediary 
such  as  the  Delaware  Cancer  Network  that 
Continued  on  page  333 


This  page  is  sponsored  by  the  Cancer  Coordination  Office  funded  through  an  NCI  Planning  Grant. 
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SOME  RECENT  IMMUNOLOGIC 
DEVELOPMENTS  IN  THE  ETIOLOGY 
AND  TREATMENT  OF  SYSTEMIC 
LUPUS  ERYTHEMATOSUS 

Burton  Zweiman,  M.D. 
Arlo  J.  Courter,  M.D. 


In  recent  years,  there  has  been  a markedly 
increased  interest  in  the  cause  and  treatment 
of  systemic  lupus  erythematosus  (SLE).  Sev- 
eral factors  most  likely  contribute  to  this  in- 
creased interest.  First,  it  is  now  known  that 
SLE  and  its  variants  are  not  as  uncommon  as 
previously  thought.  Second,  understanding  of 
the  pathogenesis  of  SLE  is  relevant  to  our 
understanding  of  other  diseases  which  are 
thought  to  be  on  the  basis  of  auto-immune 
phenomena.  Third,  immunologic  approaches 
which  have  been  applied  to  SLE  can  help  us 
learn  more  about  the  effects  of  genetics,  en- 
vironmental factors,  and  infective  factors  (eg, 
viruses)  on  the  immvme  response. 

Dr.  Zweiman  is  Associate  Professor  of  Medicine,  and  Chief, 
Allergy  and  Immunology  Section,  Department  of  Medicine,  Uni- 
versity of  Pennsylvania. 


Dr.  Courter  is  Assistant,  Department  of  Medicine,  Section 
of  Dermatology,  Wilmington  Medical  Center,  and  University  of 
Pennsylvania. 

This  paper  was  adapted  from  a presentation  to  the  Department 
of  Medicine,  Wilmington  Medical  Center. 

Research  supported  in  part  by  the  Lupus  Foundation  of  Dela- 
ware Valley. 


For  about  80  years  after  its  initial  descrip- 
tion, SLE  was  thought  to  be  a relatively  rare, 
almost  invariably  fatal  disease  of  yoimg  wo- 
men. Increased  awareness  of  the  ability  of 
SLE  to  be,  like  syphilis,  a “great  masquerader” 
came  with  the  discovery  of  the  LE  cell  phe- 
nomenon by  Hargraves  in  1948.^  It  is  im- 
portant to  appreciate,  however,  that,  as  help- 
ful as  the  LE  cell  and  other  immunologic  tests 
have  been,  they  do  not  make  by  themselves 
the  diagnosis  of  SLE. 

The  diagnosis  of  SLE  is  generally  based  on 
certain  clinical  manifestations  of  multi-system 
involvement.^  Any  organ  system  may  be  in- 
volved, but  certain  systems  are  particularly 
predisposed.  Joint  and  cutaneous  manifesta- 
tions are  by  far  the  most  common  initial  pres- 
entations. Fever  and  cutaneous  abnormalities 
occur  in  about  80%  of  patients.  Neuropsy- 
chiatric symptoms  (eg,  seizures  and  mental 
aberrations)  occur  frequently.  About  50  to 
70%  of  patients  develop  renal  abnormalities; 
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TABLE  1 

lABORATORY  DATA 


Date 

Hb 

WBC 

Plat. 

ESR 

BUN 

Cr 

^Cr 

Glob. 

Urine 

Protein 

ANA  Total 

Hemolytic 

Complement 

C3 

g/lOOml 

#/mm3 

#/mm^ 

mm/hr 

mg7. 

mg7. 

cc/rain 

S°4 

g/24h 

units/cc 

mg% 

2/64 

11.6 

2,600 

209,000 

39 

9 

0.82 

90 

1.98 

9/64 

11.1 

2,200 

40 

9 

0.7 

60 

2.66 

4/65 

12.0 

6,800 

46 

8 

1.0 

1.1 

8/65 

11.0 

4,400 

258,000 

4/66 

0.9 

4.2 

6/66 

11.2 

4,800 

9 

0.7 

0.57 

3.7 

10/66 

9 

1.5 

14.1 

10/66 

9.9 

7,300 

100 

5.4 

2/67 

7,800 

29 

Positive 

4/67 

10 

0.8 

0.87 

3.1 

3/69 

18.3 

10,200 

12 

0.9 

91 

7/69 

80 

2.3 

1/70 

100 

4.2 

3/70 

72 

2.5 

4/70 

14.0 

39 

21 

0.7 

5.6 

106 

94 

5/70 

19p 

130 

12/70 

64 

5.0 

7/70 

11.7 

10,400 

44 

1.3 

292 

4/71 

101 

2.2 

89 

7/72 

9.6 

8,300 

158,000 

67 

2.2 

32 

0.54 

8/72 

129 

526 

Normal  Total  Hemolytic  Complement  150  + 20  units/ml 
Normal  C3  120  mg7o 


Hb  = Hemoglobin 

WBC  = White  Blood  Count 

Plat  = Platelet 

ESR  = Erythrocyte  Sedimentation  Rate 
BUN  = Blood  Urea  Nitrogen 


Abbreviations  in  Above  Table 

Cr  = Creatinine 

Cq.^  = Creatinine  Clearance 

Glob  “ Globulin 

ana  = Antinuclear  Antibody 

C3  “ Third  Component  of  Complement 


as  the  other  manifestations  become  increas- 
ingly more  responsive  to  modem  therapeutic 
modalities,  renal  involvement  is  assuming  an 
increasingly  important  role  in  the  morbidity 
and  mortality  of  SLE. 

Although  the  disease  can  occur  in  either  sex 
at  any  age,  the  disorder  is  predominantly  one 
of  younger  females.  Late  childhood  or  early 
teenage  onset  is  frequently  associated  with  a 
more  malignant  course  than  onset  past  middle 
age. 

Lupus  is  a potentially  devastating  disease. 
Although  deaths  from  “lupus  crisis”  with  con- 
trolled fever  and  myocardiopathy  appear  to 
be  much  less  common  than  they  were  30  to  40 
years  ago,  renal  and  neurologic  involvement 
are  common  causes  of  death.  The  overall 
five-year  survival  is  about  70 %.^  However, 
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until  now,  only  about  50%  of  patients  have 
survived  five  years  after  the  onset  of  renal 
manifestations.  Although  seizures  by  them- 
selves are  not  necessarily  a bad  prognostic 
sign,  evidence  of  diffuse  central  nervous  sys- 
tem involvement  is  associated  with  a poorer 
prognosis. 

Because  of  the  increasing  role  of  renal  in- 
volvement in  mortality,  further  consideration 
of  this  problem  in  some  detail  seems  currently 
appropriate.  Several  years  ago,  our  group  re- 
ported our  experience  in  trying  to  appraise 
different  clinical  and  renal  biopsy  manifesta- 
tions as  possible  prognostic  guides  at  the  time 
of  the  initial  evaluation  of  a group  of  lupus 
patients.^  Such  parameters  as  urinary  sedi- 
ment, protein  excretion,  renal  function,  and 
the  renal  pathologic  picture  on  initial  evalua- 
tion were  reviewed,  and  then  these  parameters 
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FIGURE  1 

Renal  biopsy — 1964 — H & E stain 
(600X) 


were  correlated  with  the  patient’s  clinical 
course  over  the  next  four  years.  The  studies 
were  done  when  the  patient  was  in  a “steady 
state”  and  not  during  an  acute  lupus  flare-up. 
It  was  found  that  subsequent  progressive  renal 
involvement  was  more  common  in  patients 
with  abnormalities  in  each  of  these  parameters 
than  in  those  without  such  abnormalities  at 
the  time  of  the  initial  study.  Renal  function 
abnormalities  at  the  outset  were  most  com- 
monly associated  with  a bad  prognosis,  indi- 
viduals with  the  most  pronounced  glomerular 
pathology  during  initial  study  tending  to  have 
a worse  subsequent  course.  Subsequent  pro- 
gressive renal  involvement  was  unusual  in  in- 
dividuals without  histologic  or  clinical  evidence 
of  renal  abnormality  during  the  initial  evalu- 
ation. 

However,  exceptions  did  occur.  The  fol- 
lowing is  an  example  of  this. 

B.H.  was  first  seen  at  the  Hospital  of  the  Uni- 
versity of  Pennsylvania  in  February  1964,  with 
arthritis  of  the  PIP  joints  of  both  hands  of  five 
months’  duration.  Two  LE  preparations  were  posi- 
tive. Clinical  renal  evaluation  showed  normal 
findings,  and  a renal  biopsy  revealed  no  abnormali- 
ties. Prednisone  was  started  with  a good  sympto- 
matic response.  In  August  1964,  a Coombs’  test 
was  positive.  In  January  1965,  she  developed  a 
malar  rash  and  proteinuria,  and  was  first  noted  to 
have  an  abnormal  urinary  sediment.  In  June  1966, 
renal  biopsy  was  consistent  with  membranous  glo- 
merulonephritis. In  July  1966,  she  first  developed 
hypertension.  In  November  1966,  she  developed 


lower  abdominal  pain  with  vomiting  and  bloody 
diarrhea.  Gastrointestinal  x-rays  were  normal.  She 
responded  to  prednisone,  antibiotics,  and  parenteral 
fluids.  In  February  1967,  she  had  an  episode  of 
pleurisy  with  effusion.  It  was  felt  at  this  point 
that  the  patient  could  not  be  treated  with  high-dose 
steroids  because  of  intolerable  side  effects.  There- 
fore, 6-mercaptopurine  was  started.  Little  improve- 
ment occurred  over  the  ensuing  months,  and  because 
of  progressive  renal  disease,  she  was  then  treated 
with  azathioprine,  which  was  subsequently  stopped 
because  of  marrow  suppression.  The  patient  was 
lost  to  follow-up  until  April  1972.  Because  of  fur- 
ther progression  of  her  renal  disease,  treatment  with 
cyclophosphamide  was  begun.  In  July  1972,  she 
was  admitted  to  the  hospital  with  severe  hyperten- 
sion, heart  failure,  and  renal  failure.  Somnolence 
and  oliguria  developed,  and  she  expired  approxi- 
mately eight  and  a half  years  after  the  onset  of 
her  disease.  The  laboratory  findings  during  the 
course  of  her  illness  are  summarized  in  Table  1. 

Figure  1 demonstrates  a biopsy  taken  from  the 
patient  in  1964,  at  which  time  she  showed  no  clinical 
or  histologic  evidence  of  involvement  of  the  kidney 
by  SLE.  Using  an  immunofluorescent  technique, 
Figure  2 demonstrates  the  absence  of  IgG  in  her 
glomeruli.  Figure  3 demonstrates  a biopsy  taken 
two  years  later,  after  the  onset  of  the  nephrotic  syn- 
drome. There  is  a diffuse  membrane-proliferative 
nephropathy.  Figure  4 demonstrates  the  associated 
immunofluorescent  pattern  and  shows  deposition  of 
IgG  in  a mesangial  and  granular  pattern. 

It  is  now  felt  by  many  investigators  that 
there  are  probably  two  patterns  of  renal  in- 
volvement in  SLE.®  One  is  focal  glomernlitis, 
which  generally,  but  not  always,  does  not  lead 
to  progressive  renal  insufficiency  and  increased 
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morbidity  and  mortality.  On  the  other  hand, 
some  individuals  at  the  time  of  initial  evalu- 
ation have  a much  more  prominent,  diffuse 
proliferative  response  which  portends  a more 
ominous  course.  This  latter  group  has  been 
subject  to  therapy  with  a variety  of  agents. 
Initially,  it  was  felt  that  prolonged  treatment 
with  high  doses  of  corticosteroids  would  cause 
an  arrest,  if  not  improvement,  in  this  diffuse 
proliferative  glomerulonephritis  group  of  pa- 
tients; however,  significant  problems  included 
the  development  of  refractoriness  to  this  type 
of  therapy  and  complications  of  the  prolonged 
high  dosage  of  corticosteroids.®  Therefore,  at- 
tempts have  been  made  in  a number  of  cen- 
ters to  use  immunosuppressives  such  as  aza- 
thioprine  and  cyclophosphamide  to  treat  the 
steroid-resistant  patient  or  to  reduce  the  dos- 
age of  steroids  in  an  individual  responding  to 
steroids  but  with  intolerable  side  effects.  Be- 
cause of  a variety  of  factors,  relatively  few 
treatment  trials  have  been  carried  out  in  a 
controlled  double-blind  fashion.  A few  of 
these  studies  will  be  commented  on. 

In  a double-blind  study,  Steinberg  et  al  at 
the  National  Institutes  of  Health  demonstra- 
ted that  cyclophosphamide  therapy  can  result 
in  significant  clinical  improvement  as  well  as 
improvement  in  serological  abnormalities.^  Al- 
though generally  there  was  also  significant  im- 
provement in  several  renal  parameters,  these 
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effects  were  less  dramatic.  The  long-term  ef- 
fects of  this  treatment  remain  to  be  seen. 

Azathioprine  treatment  was  not  associated 
with  this  degree  of  improvement.  In  a more 
recent  study  using  azathioprine  by  itself,  or  in 
combination  with  prednisone  or  heparin,  there 
was  significant  prolongation  of  life  and  de- 
creased mortality  when  compared  to  a group 
treated  only  with  corticosteroids.®  In  other 
controlled  studies  the  addition  of  azathioprine 
to  steroid  programs  in  unresponsive  or  partially 
unresponsive  patients  resulted  in  clinical  im- 
provement or  arrest  of  the  progression  of  the 
disease  in  12  of  20  patients.®  However,  patho- 
logic features  were  not  consistently  improved. 

Even  more  impressive  results  were  obtained 
in  a single-blind  controlled  study  carried 
out  in  Brooklyn  in  which  there  was  re- 
versal of  clinical  evidence  of  the  nephrotic 
syndrome,  which  usually  has  been  a bad  prog- 
nostic sign  in  lupus.^® 

Where  then  does  immunology  fit  into  all 
this?  Do  all  of  the  immunologic  findings 
which  now  frequently  fill  pages  of  the  medical 
journals  reflect  only  laboratory  curiosities  to 
intrigue  immunologists?  Perhaps  these  ques- 
tions can  be  answered  by  a look  at  some  of  the 
practical  benefits  that  have  accrued  from  these 
studies. 

As  previously  noted,  the  discovery  and  wide 
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FIGURE  3 

Renal  biopsy — 1966 — H & E stain 
(600X) 


use  of  determination  of  the  LE  cell  phenome- 
non made  clinicians  realize  that  systemic  lupus 
was  not  rare  and  had  a broad  variety  of  pres- 
entations and  manifestations.  Positive  LE  cell 
tests  occur  at  one  time  or  another  in  about 
75%  of  lupus  patients.  LE  cells  occur  follow- 
ing the  interaction  between  a certain  antibody 
in  the  reaction  serum  and  a type  of  nucleopro- 
tein  found  in  a wide  variety  of  mammalian  cell 
nuclei.^  The  phenomenon  is  primarily  an  in 
vitro  reaction  because  the  responsible  antibody 
generally  does  not  invade  living  cells.  How- 
ever, the  antibody  can  invade  cells  that  are 
broken  up  in  vitro  by  the  use  of  glass  beads,  as 
in  a usual  LE  cell  preparation,  or  may  some- 
times occur  in  vivo  such  as  is  found  in  certain 
inflammatory  exudates  in  the  pleural  cavity. 
It  is  now  known  that  this  is  a two-step  phe- 
nomenon. The  first  step  is  an  interaction  be- 
tween antibodies  in  the  serum  and  nucleopro- 
tein  which  has  been  released  from  leukocytes 
which  have  been  damaged  by  rotating  them 
with  glass  beads.  The  antibody  causes  homo- 
genization and  alteration  of  the  extruded  nu- 
clear material  which,  in  the  second  step,  is 
readily  phagocytosed  in  a complement-binding 
reaction  by  some  of  the  viable  leukocytes  re- 
maining in  the  mixture.  The  LE  cell  itself, 
therefore,  represents  altered  nuclear  material 
ingested  by  a phagocytic  leukocyte,  usually  a 
granulocyte.^^ 

It  became  apparent  that  the  antibody  seen 
is  one  of  a family  of  antibodies  now  called  anti- 


nuclear antibodies.’^^  These  can  be  detected 
by  a number  of  serologic  techniques,  such  as 
precipitin,  complement  fixation,  tanned  cell 
hemagglutination,  and  binding  assays.  Per- 
haps the  technique  that  is  most  frequently  dis- 
cussed is  the  immunofluorescent  technique.  It 
is  popular  because  of  its  relative  simplicity  and 
high  degree  of  sensitivity.  The  test  utilizes  an 
indirect  fluorescent  antibody  technique  for 
measuring  anti-nuclear  antibodies.  The  pa- 
tient’s serum  is  added  to  a nuclear  substrate, 
(eg,  human  leukocyte  nuclei,  or  rat  or  mouse 
liver  nuclei);  the  preparation  is  then  washed 
repeatedly,  and  then  exposed  to  a fluorescein- 
conjugated  antibody  against  human  immuno- 
globulin. Quality  control  is  extremely  im- 
portant to  exclude  non-specific  fluorescence 
and  non-specific  serum  binding.  Titers  and 
patterns  of  staining  may  depend  on  the  choice 
of  the  nuclear  substrate  and  the  specific  type 
of  anti-nuclear  antibody  present.  Qualita- 
tively, the  patterns  may  be  diffuse,  speckled, 
or  a peripheral  rim  pattern.  Studies  have  sug- 
gested that  the  diffuse  pattern  is  most  com- 
monly associated  with  antibodies  against  nu- 
cleo-protein,  the  peripheral  rim  pattern  cor- 
responds to  an  anti-DNA  antibody,  and  the 
speckled  pattern  may  be  due  to  antibodies 
against  one  of  several  extractable  antigens  in 
the  nucleus.  The  diagnostic  and  prognostic 
si^ficance  of  these  patterns  has  been  the  sub- 
ject of  considerable  discussion  in  recent 
years.^®  We  feel  that  this  significance  may  be 
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FIGURE  4 

Renal  biopsy  — 1 966  — Immuno- 
fluorescent  technique  using  anti- 
IgG  (640X) 


limited  because  of  variations  in  techniques, 
and  the  masking  of  one  pattern  by  another. 
Perhaps,  a more  quantitative  and  finite  answer 
will  come  with  the  development  of  repro- 
ducible serologic  techniques  for  measuring 
antibodies’  against  individual  nuclear  com- 
ponents. 

The  greatest  value  of  the  immunofluorescent 
technique  for  measuring  anti-nuclear  anti- 
bodies is  its  great  sensitivity.^^  Generally, 
about  90  to  95%  of  patient's  with  active  SLE 
have  positive  titers  in  at  least  a 1 : 10  dilution. 
In  some  clinics,  the  diagnosis  of  active  un- 
treated SLE  is  held  in  question  in  the  face  of 
consistently  negative  anti-nuclear  antibody 
reactivity  by  this  technique.  A drawback  is 
that  the  technique  has  somewhat  low  spe- 
cificity. Significant  numbers  of  patients  with 
rheumatoid  arthritis,  Sjogren’s  syndrome,  pro- 
gressive systemic  sclerosis,  and  a variety  of 
other  disorders  thought  to  be  “collagen-vascu- 
lar diseases”  show  positive  results.  In  addi- 
tion, 20  to  30%  of  patients  with  myasthenia 
gravis  and  patients  on  certain  drugs  (eg,  hy- 
dralazine, procainamide,  and  methyl dopa) 
may  demonstrate  positive  anti-nuolear  anti- 
body determinations.  Also,  it  should  be  noted 
that  a small  percentage  of  normals,  particu- 
larly older  people,  show  positive  reactions.^® 
Although  the  highest  titers  of  antibodies  are 
more  commonly  seen  in  SLE,  significant  over- 
lap occurs.^® 


The  antibody  which  appears  to  have  more 
specificity  and  prognostic  importance  in  SLE 
itself  is  the  anti-DNA  antibody.^^  This  anti- 
body can  be  measured  by  a variety  of  tech- 
niques, with  most  interest  recently  centered 
on  the  very  sensitive  DNA  binding  techniques 
using  isotopically  labelled  DNA.  Although 
the  presence  of  antibodies  against  DNA  is  not 
limited  only  to  SLE,  in  general,  they  are  much 
less  common  in  other  collagen-vascular  dis- 
eases. Of  additional  significance  is  the  fact 
that  the  persistence  of  circulating  anti-DNA 
antibodies,  particularly  in  association  with  de- 
pressed levels  of  complement,  is  generally 
found  in  patients  with  very  active  lupus,  par- 
ticularly those  with  renal  involvement.  Some 
clinics  have  used  the  presence  of  such  anti- 
bodies and  depressed  complement  as  a diag- 
nostic aid  when  a patient  with  known  lupus 
spikes  a fever  of  unknown  etiology,  since  these 
DNA  and  complement  abnormalities  are  not 
usually  found  as  a result  of  active  infection. 
Also,  in  some  centers,  the  treatment  of  an 
acute  exacerbation  of  SLE  with  high-dose 
steroids  and/or  immunosuppressive  therapy 
is  not  terminated  if  the  clinical  improvement 
that  ensues  is  not  also  associated  with  a pro- 
gressive drop  in  the  level  of  anti-DNA  anti- 
body and  rising  complement.^®  Rather,  treat- 
ment is  continued  until  there  is  significant 
improvement  in  these  serological  parameters. 
Perhaps  this  more  aggressive  type  of  therapy 
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may  be  associated  with  a more  prolonged  re- 
mission. One,  of  course,  must  balance  this 
desired  effect  against  the  increased  potential 
for  complications  of  long-term  therapy  with 
these  potent  agents. 

Given  the  fact  that  these  antibody  and  com- 
plement determinations  may  be  of  diagnostic 
and  prognostic  value,  can  it  be  assumed  that 
these  abnormalities  are  playing  a role  in  the 
etiology  of  the  disease,  or  are  they  just  an 
epiphenomenon  associated  with  active  disease 
and  not  of  causative  significance?  There  is 
little  evidence  that  the  antibodies  can  pene- 
trate into  living  cells.  However,  many  investi- 
gators believe  that  these  antibodies  react  with 
circulating  nucleic  acid  containing  material, 
either  of  endogenous  or  exogenous  origin,  to 
form  an  immune  complex  which,  in  association 
with  complement,  is  bound  in  certain  tissues.^” 
Such  a complex  could  incite  an  inflammatory 
reaction  through  one  or  more  of  a variety  of 
mechanisms  (eg,  the  generation  of  comple- 
ment-mediated chemotactic  factors).  Then 
the  adverse  effects  of  such  an  inflammatory  re- 
action in  the  glomerulus,  synovium,  skin,  and 
elsewhere  might  result  in  the  clinical  manifes- 
tation of  the  disease. 

What  evidence  is  there  to  suggest  such  tis- 
sue deposition  of  immune  complexes?  It  has 
been  known  for  some  years  that  prominent 
renal  involvement  in  SLE  is  commonly  asso- 
ciated with  IgG  deposition  in  glomeruli,  as  de- 
tected by  immunofluorescent  techniques.  How- 
ever, it  was  not  known  whether  the  deposition 
of  IgG  is  a preferential  localization  preceding 
the  inflammatory  response  or  whether  this 
represents  merely  the  deposition  of  serum  pro- 
teins in  an  area  of  previous  acute  tissue  dam- 
age. Steps  toward  the  investigation  of  this 
question  started  about  nine  years  ago,  when 
it  became  possible  to  extract  immunoglobu- 
lins from  involved  renal  tissues.^®  It  was  found 
that  not  only  was  there  anti-nuclear  antibody 
present  in  the  glomerular  basement  membrane 
of  patients  with  SLE,  but  it  was  also  present 
in  much  higher  concentration  than  would  be 
found  in  the  serum  at  the  same  time.  This 
suggested  preferential  deposition  of  not  just 
immunoglobulins  but  also  specific  antibodies; 


however,  the  mechanism  still  remained  to  be 
elucidated.  It  was  known  that  there  was  also 
associated  deposition  of  the  third  component 
complement,  but  identification  of  the  respon- 
sible antigen  was  another  matter  and  pre- 
sented quite  a formidable  problem.  Although 
the  exact  nature  of  the  antigen  has  still  not 
been  identified,  indirect  evidence  suggests  that 
there  may  well  be  nucleic  acids  associated  with 
the  antibody  in  the  glomerular  basement 
membrane.-'^  Therefore,  at  least  presumptive 
evidence  has  been  obtained  to  suggest  deposi- 
tion of  three  elements  of  potentially  patho- 
genic complex  in  the  lesions  of  lupus  nephritis. 
More  recent  findings  suggest  that  such  com- 
plexes may  be  circulating  in  the  peripheral 
blood  and  CSF  during  acute  flare-ups  of 
SLE.^*'  In  addition,  there  appears  to  be  IgG 
deposition  in  the  dermal-epidermal  junction 
in  many  patients  with  SLE,  even  in  clinically 
uninvolved  skin  at  times. 

On  the  assumption  that  nucleic  acids  are 
of  etiological  antigenic  significance,  the  iden- 
tification of  their  origin  would  be  extremely 
important.  The  question  of  a viral  etiology  is 
quite  intriguing.  SLE  patients  do  tend  to 
have  increased  titers  of  antibodies  against 
certain  viruses  of  the  RNA  type,  and  the  latter 
are  most  commonly  myxoviruses.^^  This  might 
just  reflect  generalized  hyper-reactivity  of  the 
antibody  forming  machinery  of  the  SLE  pa- 
tient. However,  an  equally  likely  possibility 
might  be  an  increased  response  against  these 
viruses  above  and  beyond  the  hyper-reactive 
antibody  forming  machinery.  Electron  micro- 
scopic observations  have  shown  that  the  areas 
of  involvement  of  SLE  frequently  show  in- 
clusions within  endothelial  cells  that  look  like 
incomplete  viruses.-^  However,  this  latter  find- 
ing has  not  proved  to  be  specific  for  SLE,  and 
investigators  have  not  been  able  to  grow  a 
virus  from  these  tissues  despite  applications 
of  sophisticated  techniques.  However,  the 
responsible  agent  could  be  a nucleocopsid  re- 
quiring very  special  conditions  for  growth.  An- 
other observation  suggesting  a viral  role  is  the 
existence  in  the  serum  of  many  SLE  patients 
of  antibodies  against  double-stranded  RNA.*-* 
Double-stranded  RNA  rarely  is  found  in  mam- 
malian tissues  but  does  occur  in  the  form  of 


June,  1975 


309 


Delaware:  Medical  Journal 


certain  viruses.  Indeed,  the  antibody  against 
double-stranded  RNA  found  in  the  serum  of 
these  patients  can  be  best  absorbed  out  with 
certain  viruses,  such  as  the  reovirus.  It  is  pos- 
sible to  make  similar  types  of  antibody  in  ex- 
perimental animals  using  a synthetic  poly- 
nucleotide called  Poly  I-C.  However,  the  anti- 
RNA  antibodies  found  in  lupus  patients  react 
better  with  viruses  than  they  do  with  Poly 
I-C.  Animals  injected  with  Poly  I-C  do  not 
develop  a lupus  syndrome.  However,  a par- 
ticular strain  of  mouse,  the  New  Zealand  B 
(NZB)  strain,  spontaneously  develops  a lupus- 
like syndrome,  complete  with  serologic  ab- 
normalities and  glomerulonephritis.  Injection 
of  Poly  I-C  accelerates  the  development  of 
this  disease,  and  cyclophosphamide  retards  its 
appearance.  There  is  now  evidence  that  cer- 
tain viral  infections  may  also  adversely  affect 
animals  in  the  development  of  the  disease.^® 

One  further  significant  piece  of  evidence 
must  be  mentioned.  Dr.  Schwartz’s  group  in 
Boston  has  found  that  lupus  or  lupus-like 
syndromes  occur  spontaneously  with  some  fre- 
quency in  the  dog,  with  prevalence  for  certain 
breeds.^®  A colony  of  such  dogs  has  been 
started  to  see  whether  genetic  factors  may 
lead  to  increased  frequency  of  the  disease  in 
offspring  of  the  sick  animals.  However,  since 
all  the  dogs  have  been  kept  in  one  colony,  the 
problem  of  environmental  transmission  must 
be  considered.  Evidence  for  a possible  trans- 
missible infection  comes  from  the  fact  that 
filtrates  of  organs  taken  from  diseased  animals 
can  transmit  the  serologic  reactivity,  and  pos- 
sibly the  disease  both  to  unaffected  dogs  and 
to  certain  strains  of  mice.  In  the  mice  re- 
ceiving these  filtrates,  the  animals  commonly 
develop  a type  of  lymphoma  associated  with 
certain  oncogenic  viruses  commonly  carried  by 
the  mice.  Dr.  Schwartz’s  hypothesis  is  that 
one  is  not  transmitting  lupus  in  the  form  of 
a virus  from  these  dogs,  but  possibly  there  is 
some  depressor  in  their  cells  that  allows  stimuli 
in  the  recipient  animal  to  induce  adverse  ef- 
fects. 


In  summary,  we  tried  to  point  out  some  of 
the  clinical  and  immunologic  findings  under 
recent  intensive  investigations  related  to  the 
natural  his^ry,  treatment,  and  pathogenesis 
of  SLE.  This  brief  review  in  no  way  includes 
the  total  scope  of  recent  research  in  SLE,  but 
it  may  help  to  put  in  perspective  the  rapidly 
emerging  body  of  information  accumulating  in 
the  study  of  this  fascinating  disease. 
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holds  up  to  300  sheets  of 
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k lot  of  plain  paper  copiers  have  come  on 

I market  in  the  past  few  years.  And  they’ve 
had  one  thing  in  common:  the  same  old 
hnology. 

Jut  now  there's  a new  proven  technology 

t offers  you  many  advantages  over  older 

3s:  the  Canon  NP-70’s  plain  paper  process. 
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such  an  exacting  concept  into  a copier 
process,  but  we  did  it— after  eight  years  and 
many  millions  of  dollars. 

One  of  the  most  important  parts  of  any 
copier  is  the  lens.  And  the  Canon  lens  in  the 
NP-70  is  another  reason  why  our  copies 
look  so  much  like  the  originals.  As  every 
camera  pro  knows.  Canon  lenses  are 
unsurpassed  for  image  quality  and  fidelity. 


Of  course,  the  NP-70  is  a lot  more  than  a 
new  technology.  It’s  a compact,  table-top 
copier  that  has  far  bigger  ideas  than  other 
plain  paper  copiers. 

It  produces  copies  on  all  standard  paper 
sizes,  all  the  way  up  to  11  x 17  ledger.  It 


makes  copies  from  single  sheets,  books, 
colored  originals,  and  even  three-dimen- 
sional objects,  at  a magnification  ratio  of  1:1. 

What  else?  It’s  easy  to  operate.  Warms  up 
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uses  and  save  on  electricity.  It  churns  out 
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correct  shading  when  your  originals  are  too 
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wiring  or  connections  needed.  Smaller 
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copying  needs.  And  large  companies  will 
find  it  an  ideal  addition  to  their  copier  needs. 

To  find  out  more  about  the  NP-70  plain 
paper  copier,  send  us  the  coupon. 
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CARCINOMA  OF  THE  LEFT  COLON  AND  RECTUM 
A REVIEW  OF  103  PATIENTS 


Aquileo  Hernandez,  M.D. 
S.  S.  Morovati,  M.D. 


This  is  a review  of  the  records  of  103  pa- 
tients with  carcinoma  of  the  left  colon  or  rec- 
tum. All  were  operated  on  at  the  Wilmington 
Medical  Center  in  the  four-year  period  from 
June  1968  to  June  1972.  Histopathological 
diagnosis  was  confirmed  at  the  time  of  sur- 
gery. 

This  presentation  considers  the  preopera- 
tive guides  to  the  diagnosis,  the  procedure 
performed,  and.  the  immediate  post-operative 
course.  Staging  was  done  according  to  Dukes’ 
classification.^  There  were  48  men  and  55 
women,  a ratio  of  1:1.1.  Ninety-one  patients 
were  white  and  12  black,  a ratio  of  7.5:1.  The 
sex  and  race  ratios  agree  with  previous  reports 
which  showed  no  sex  difference  in  the  inci- 
dence of  carcinoma  of  the  colon,  but  a marked 
predominance  among  whites. 

Age 

The  youngest  patient  was  37  years  old,  and 
the  oldest  was  90.  The  highest  incidence  was 
found  in  the  decade  between  60  and  70  years 
old,  in  which  31  patients  were  found.  Next 
highest  incidence  was  in  the  70  to  80-year- 
old  group  with  28  patients.  Eighty  percent 
of  the  patients  were  in  the  sixth,  seventh,  or 
eighth  decade  of  life. 

Admitting  Diagnosis 

About  60%  of  the  patients  had  an  admitting 
diagnosis  of  carcinoma  of  the  left  colon  or 
rectum.  (Table  1)  These  patients  had  had 
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their  diagnosis  made  on  an  outpatient  basis. 
What  is  remarkable  is  the  high  incidence  of 
patients  with  intestinal  obstruction  (17/103) 
who  were  admitted  on  an  emergency  basis. 
Other  admitting  diagnoses  included  anemia 
and  rectal  bleeding. 

The  average  hospital  stay  was  12.4  days. 
The  longest  stay,  61  days,  was  for  a patient 
admitted  with  complete  bowel  obstruction 
who  underwent  staging  procedures.  The 
shortest  stay  of  four  days  was  for  a patient 
who  underwent  fulguration  of  a carcinoma  of 
the  rectum.  About  20%  of  the  patients  stayed 
more  than  20  days. 

Symptoms 

The  three  most  common  symptoms  found 
in  patients  with  carcinoma  of  the  colon  are 

TABLE  1 

ADMITTING  DIAGNOSIS 

No.  of  Patients 


Carcinoma  of  left  bowel  64 

Intestinal  obstruction  17 

Gross  rectal  bleeding  3 

Anemia  4 

Other  15 


103 

abdominal  discomfort,  change  in  bowel  habits, 
and  rectal  bleeding.^  (Table  2)  Change  in 
bowel  habits  was  found  in  64%  of  this  series: 
constipation  occurred  in  39  and  diarrhea  in 
23  patients.  Other  symptoms  included  weight 
loss,  anorexia,  and  bleeding. 
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TABLE  2 
SYMPTOMS 


Change  in  bowel  habits 

64% 

Diarrhea 

22% 

Constipation 

38% 

Complete  obstruction 

4% 

Rectal  bleeding 

54% 

Pain 

48% 

Weight  loss 

38% 

Anorexia 

31  % 

The  duration  of  symptoms  clearly  demon- 
strates the  delay  of  patients  in  seeking  medi- 
cal advice.  (Table  3)  More  than  50%  of  the 
patients  waited  at  least  six  weeks.  Amazingly, 
five  of  seventeen  patients  with  bowel  obstruc- 
tion did  not  have  any  symptoms  at  all  until 
they  developed  the  obstruction.  Four  patients 
were  found  incidentally  during  a routine 
check-up  or  when  a surgical  procedure  was 
performed  for  another  problem. 


TABLE  3 

DURATION  OF  SYMPTOMS 


Cases 

No  symptoms 

4 

Symptoms  less  than  one  week* 

12 

1 -3  weeks 

11 

3-6  weeks 

22 

More  than  6 weeks 

54 

103 

■^The  five  patients  with  complete  obstruction  were  in  this  group. 

Weight  loss  was  a common  sjrmptom,  and 
six  of  these  patients  lost  more  than  20  pounds. 
Those  patients  later  were  found  to  have  an 

advanced  neoplastic  process. 

(Three  of  them 

were  Dukes’  D.)  Sixty-four  of  the  patients 
did  not  experience  any  weight  loss.  (Table  4) 

TABLE  4 

WEIGHT  LOSS* 

No.  of  Patients 

No  change 

64 

Lost  between  1-10  lbs. 

25 

Lost  between  10-20  lbs. 

8 

Lost  more  than  20  lbs. 

6** 

103 

*Maximum  weight  loss:  40  lbs. 

"*3  were  Stage  D,  2 were  Stage  B,  1 was  Stage  C. 


Other  Clinical  Studies 

Sigmoidoscopic  examination  was  abnormal 
in  three-fourths  of  the  patients.  In  almost  all 
of  these,  the  histopathologic  diagnosis  was 
made  prior  to  surgery. 

Barium  enema  was  abnormal  in  all  the  pa- 
tients upon  whom  this  test  was  performed. 
Hemoglobin  and  hematocrit  were  normal  in 
about  85%  of  the  patients.  Twelve  patients 
had  a very  low  hemoglobin  and  hematocrit 
because  of  gross  rectal  bleeding.  Of  the  latter 
group  nine  had  a lesion  in  the  rectosigmoid 
area.  (Four  of  these  were  Dukes’  D and  5 
cases  were  Dukes’  C at  the  time  of  surgery.) 
(Table  5) 


TABLE  5 

SIGNS 

Hemorrhoids 

11  % 

Abdominal  mass 

9% 

Rectal  exam  positive 

7% 

Hepatomegaly 

6% 

Inguinal  hernia 

3% 

The  alkaline  phosphatase  enzyme,  often  ele- 
vated in  patients  with  liver  metastasis,  was 
found  abnormal  in  19  cases.  (Table  6)  In  pa- 
tients who  had  alkaline  phosphatase  elevated 
at  least  2)4  times  normal,  all  were  Dukes’  D. 

TABLE  6 

RELATION  OF  ELEVATED  ALKALINE  PHOSPHATASE 
AND  STAGING  OF  THE  TUMOR 


Units 

Stage 

No.  of  Patients 

Over  200 

D 

4 

100  - 200 

D 

4 

C 

3 

B 

3 

86-100 

D 

1 

B 

3 

Pathology 

A 

1 

The  most  common  location  was  in  the  sig- 
moid colon  (50%),  followed  by  the  rectum, 
descending  colon,  and  splenic  flexure.  (Table 
7)  There  were  three  patients  with  more  than 
one  tumor.  One  had  tumors  in  the  descend- 
ing and  sigmoid  colon,  one  in  the  cecum  and 
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sigmoid  colon,  and  one  in  the  hepatic  and 
splenic  flexure. 

TABLE  7 
TUMOR  SITES 


Sigmoid  colon  54 

Splenic  flexure  9 

Descending  colon  12 

Rectum  16 

Recto-sigmoid  9 

Tumors  with  more  than  one  location  3 

Sigmoid  and  descending  colon 
Sigmoid  and  cecum 
Splenic  and  hepatic  flexures 


The  ulcerating  inflitrating  tumor  was  the 
most  common  type  (76  cases),  followed  by  the 
polypoid  infiltrating  (12  cases),  ulcerated  (six 
cases),  and  polypoid  (nine  cases).  All  the 
tumors  were  reported  as  adenocarcinoma. 

Surgical  Procedure 

All  of  the  patients  had  some  kind  of  bowel 
preparation  except  those  admitted  with  acute 
bowel  obstruction.  (Table  8)  Standard  left 
hemicolectomy  was  performed  on  44  patients 
who  had  lesions  of  the  splenic  flexure,  descend- 
ing colon,  and  upper  sigmoid  colon.  Sigmoid 
resection  was  done  in  25  patients,  abdomino- 
perineal resection  in  12,  and  subtotal  colec- 
tomy in  two.  Fulguration  was  performed  in 
three  patients  with  severe  medical  problems 
who  were  considered  unable  to  tolerate  a ma- 
jor abdominal  procedure.  These  three  were 
79,  80  and  84  years  old;  all  had  rectal  lesions. 

TABLE  8 

BOWEL  PREPARATION 

No.  of  Patients 

With  bowel  preparation 
With  antibiotics 


sulfas 

11 

neomycin 

20 

sulfas  and  neomycin 

41 

other  antibiotics 

1 1 

— 

83 

Without  anribiotics 

13 

(Diet,  enemas,  laxative) 
Without  bowel  preparation 

7 

103 

Seventeen  patients  were  operated  on  (as  an 


emergency)  for  large  bowel  obstruction  condi- 
tions. Of  these  patients,  three  had  colostomies 
performed,  four  had  combined  colostomy  and 
resection,  nine  had  colostomy  with  later  re- 
section, and  one  had  cecostomy. 

Stage 

Tumor  staging  (Dukes)  is  shown  in  Table 
9. 

TABLE  9 
STAGE 

A — 1 1 % 

B — 42  % 

C — 21% 

D — 26% 

Complications 

Of  the  103  patients,  29  had  postoperative 
complications.  (Table  10)  Of  the  patients  with 
wound  infection,  seven  had  had  bowel  prepar- 
ations with  liquid  diet,  laxatives,  and  some 
type  of  nonabsorbable  antibiotic.  One  pa- 
tient had  massive  G.I.  bleeding  which  sub- 
sided with  medical  therapy  after  his  bowel 
obstruction  was  surgically  relieved.  Intra- 
abdominal abscesses  were  found  in  two  pa- 
tients operated  on  for  bowel  obstruction. 

TABLE  10 
COMPLICATIONS 


Wound  infections  1 1 

Pneumonia  7 

Small  bowel  obstruction  2 

Intra-abdominal  abscesses  2 

Wound  dehiscence  2 

UTI  2 

Fistulas  2 

Bleeding  1 


29 

Mortality 

Six  patients  died  in  the  immediate  postop- 
erative period.  Of  the  17  patients  operated 
upon  as  an  emergency,  five  died.  Three  of 
these  had  decompressive  procedures  (two  co- 
lostomies and  one  cecostomy),  and  two  pa- 
tients had  colostomy  and  resection.  Thus  the 
mortality  rate  in  patients  with  large  bowel  ob- 
struction whose  surgery  was  on  an  emergency 
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basis  was  35.3%,  while  the  mortality  rate  for 
patients  operated  on  on  an  elective  basis  was 
1.1%. 

Death  in  patients  with  large  bowel  obstruc- 
tion was  caused  by  pulmonary  emboli  (two), 
septicemia  (two),  and  myocardial  infarction 
(one).  One  patient  who  underwent  elective 
surgery  died  of  a myocardial  infarction  seven 
days  after  surgery. 

Conclusion 

This  presentation  shows  that  the  majority 
of  patients  with  carcinoma  of  the  colon  and 
rectum  had  delayed  in  seeking  medical  advice. 
Change  in  bowel  habit  was  the  most  common 


symptom.  The  great  value  of  the  rectal  and 
sigmoidoscopic  examination  was  evident.  A 
low  hemoglobin  and  hematocrit  and  an  ele- 
vated alkaline  phosphatase  correlate  with  an 
advanced  stage  of  the  tumor. 

There  was  also  a high  morbidity  and  mor- 
tality rate  in  patients  presenting  with  large 
bowel  obstruction  which  corresponds  with 
previous  reports  in  the  literature.^ 
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DELAWARE  AND  THE  NATIONAL  HEALTH 
PLANNING  AND  RESOURCES 
DEVELOPMENT  ACT  OF  1974 


Just  before  adjournment  in  December,  1974, 
Congress  passed  the  National  Health  Plan- 
ning and  Resources  Development  Act.  On 
January  4,  1975,  the  President  signed  this 
legislation  into  law.  This  Act  merged  what 
HEW  considered  the  most  successful  aspects 
of  four  federally  sponsored  programs,  all  in- 
volved to  a degree  in  health  planning,  into  a 
new  national  program  for  health  planning.  The 
four  programs  merged  were: 

1.  Comprehensive  Health  Planning,  which 
had  been  in  existence  both  nationally  and 
in  Delaware  since  1967. 

2.  The  Regional  Medical  Programs  (RMP), 
which  began  in  the  late  sixties  and  in 
Delaware  in  1972.  (The  Delaware  pro- 
gram ceased  after  its  first  year  because  of 
national  administrative  cutbacks  in  the 
program.) 

Mr.  DeLong  is  Executive  Director  of  the  Health  Planning 
Council,  Inc. 


Jan  DeLong 


3.  The  Experimental  Health  Services  Deliv- 
ery Program,  which  began  in  the  early 
seventies,  and  in  Delaware  was  known  as 
the  Health  Services  Authority.  (After 
approximately  two  years  of  operation, 
Delaware’s  program  was  phased  out  by 
HEW  at  Governor  Sherman  W.  Tribbitt’s 
request.) 

4.  The  Hill-Burton  Program,  which  has 
been  in  existence  nationally  and  in  Dela- 
aware  since  the  late  forties  or  early  fifties. 

In  some  areas  of  the  country,  all  four  of  these 
programs  were  working  on  the  same  problems 
in  the  same  community,  competing  one  with 
the  other.  The  Hill-Burton  agencies  and  the 
other  programs  were  at  odds  in  a number  of 
states.  However,  in  Delaware  the  Hill-Burton 
Program  and>  the  Comprehensive  Health  Plan- 
ning Programs  had  worked  cooperatively  since 
health  planning  came  into  existence,  while  the 


June,  1975 


315 


Delaware  Medical  Journal 


RMP  and  Experimental  Health  Services  De- 
livery Program  never  really  got  off  the  ground. 

On  January  4,  1975  when  this  legislation 
became  law,  Delaware  thus  had  a Comprehen- 
sive Health  Planning  Program  and  a Hill-Bur- 
ton Program.  The  Comprehensive  Health 
Planning  Program  consists  of  a State  Health 
Planning  Agency  administratively  located  in 
the  Division  of  Planning,  Research,  and  Evalu- 
ation of  the  Department  of  Health  and  Social 
Services.  Also  included  in  the  Comprehensive 
Health  Planning  Program  in  Delaware  are  the 
Health  Planning  Council,  Inc.,  which  is  a fed- 
erally designated  health  planning  agency  re- 
ceiving 50%  of  its  funds  from  local  corpora- 
tions and  foundations  and  the  remaining  50% 
from  Federal  grants,  and  the  Kent  and  Sussex 
Health  Planning  Council,  Inc.,  which  is  not 
federally  designated  nor  funded,  but  is  recog- 
nized by  the  State  Health  Planning  Agency  as 
part  of  the  planning  network.  The  Kent  and 
Sussex  Health  Planning  Council  does  not  have 
a staff  but  'rather  contracts  for  staff  services 
with  the  Health  Planning  Council,  Inc.,  using 
monies  that  were  granted  it  from  the  health 
providers  in  Kent  and  Sussex  Counties.  These 
three  agencies  plus  the  Hill-Burton  Program 
of  the  State  of  Delaware  are  affected  by  pas- 
sage of  this  Act  as  is  the  whole  health  svstem 
in  Delaware. 

The  National  Health  Planning  and  Re- 
sources Development  Act  mandates  that  each 
state  maintain  a state-operated  health  plan- 
ning agency  located  within  state  government. 
The  law  also  indicates  that  this  state  agency 
shall  have  an  advisory  council  appointed  by 
the  Governor.  This  aspect  of  the  new  legis- 
lation is  similar  to  the  requirements  of  the 
old  Comprehensive  Health  Planning  Act. 

In  relation  to  the  private  input  into  health 
planning,  the  law  provides  that  the  Governors 
of  each  state  shall  designate  health  planning 
areas  within  their  state.  Once  these  health 
planning  areas  have  been  established,  then 
the  law  provides  for  the  designation  by  HEW 
of  Health  Systems  Agencies  to  plan  for  these 
areas.  This  aspect  of  the  law  was  included 
to  ensure  that  the  concept  of  local,  private, 
area-wide  health  planning,  which  was  a ma- 


jor part  of  the  old  Comprehensive  Health 
Planning  Act,  would  continue.  The  law  further 
provides  that  if  a state  has  no  public  health 
institutions  or  departments  of  health  other 
than  those  operated  by  the  state,  and  also  has 
a health  planning  mechanism  in  operation 
which  is  substantially  in  compliance  with  the 
law,  then  the  state  could  be  exempt  from  the 
requirement  of  having  Governors  designate 
health  areas  within  the  state,  and  from  having 
federally  designated  Health  Systems  Agencies 
in  the  state.  This  latter  provision  was  of  par- 
ticular interest  to  the  state  officials  in  Dela- 
ware, 

Shortly  after  passage  of  the  law,  the  debate 
started  within  our  state  as  to  how  this  law 
should  be  implemented.  It  was  soon  apparent 
that  all  agreed  that  the  most  logical  area  for 
health  planning  is  the  geographic  area  of  the 
State  of  Delaware.  With  that  in  mind,  it  ap- 
peared as  though  Governor  Tribbitt  had  two 
options:  Option  A was  to  claim  that  Delaware 
does  not  have  public  health  care  institutions  or 
departments  of  health  other  than  those  of  state 
government,  and  that  Delaware  has  maintain- 
ed a health  planning  system  substantially  in 
compliance  with  the  law.  If  this  were  legally 
acceptable  to  HEW,  then  the  State  Health 
Planning  Agency  would  assume  all  of  the 
health  planning  functions  and  would  be  eligible 
to  receive  all  federal  monies  coming  into  the 
state  for  the  purpose  of  health  planning,  and 
there  would  be  no  federally  designated  or 
funded  local,  private,  health  planning  agencies. 
It  was  the  opinion  within  state  government 
that  Delaware  would  qualify  for  this  provision 
if  it  chose  to  elect  to  have  all  the  responsibility 
for  health  planning  rest  with  the  state  govern- 
ment. Option  B,  which  all  of  those  in  the 
health  care  system  who  expressed  a position 
preferred,  was  that  the  Governor  request  a 
division  of  the  Standard  Metropolitan  Statis- 
tical Area  of  Wilmington  (which  the  law  allows 
under  certain  circumstances),  thus  ensuring 
that  the  entire  state  would  remain  a single 
area  for  health  planning,  and  opening  the  way 
for  a private,  federally  designated  and  funded 
Health  Systems  Agency  to  conduct  local,  priv- 
ate health  planning  in  the  state. 

During  the  debate  of  these  two  options,  the 
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state  government  expressed  two  reasons  for 
favoring  Option  A.  One  reason  was  that,  be- 
cause of  the  requirements  of  the  law,  there 
would  be  one  Health  Systems  Agency  covering 
the  entire  geographic  area  of  the  state  and 
since  it  would  be  federally  funded,  they  felt 
that  it  would  be  controlled  by  HEW.  The 
other  reason  resulted  from  a provision  of  the 
law  which  mandated  that  60%  of  the  Gover- 
nor’s State  Advisory  Council  for  Health  Plan- 
ning was  to  be  appointed  from  lists  submitted 
by  the  private  health  systems  agencies  within 
the  state.  Since  there  would  be  only  one  pri- 
vate health  systems  agency,  that  agency 
would,  in  effect,  control  the  entire  health  plan- 
ning mechanism  by  being  able  to  control  60% 
of  the  Governor’s  Advisory  Council.  It  is  re- 
ported that  these  two  issues  resulted  in  the 
Governor’s  decision  to  claim  exemption  as  out- 
lined in  Option  A,  and  thus  place  the  responsi- 
bility for  health  planning  in  our  state  in  the 
hands  of  state  government. 

As  of  the  writing  of  this  article,  HEW  was 
reviewing  the  Governor’s  decision  to  determine 
if  Delaware  legally  meets  the  qualifications  of 
the  law  and  can  proceed  as  proposed.  The 
outcome  of  this  legal  determination  should  be 
known  sometime  during  the  month  of  June.  If 
the  Governor  does  receive  legal  approval  from 
HEW  to  pursue  this  method,  then  the  plan- 
ning for  the  future  of  the  health  care  system 
will  become  entirely  a state  government  re- 
sponsibility. 

In  anticipation  of  receiving  a favorable  legal 
opinion  from  HEW,  the  state  administration  is 
developing  legislation  to  be  introduced  into 
the  Delaware  Legislature  which  would  ensure 
the  continuance  of  private  health  planning 
agencies  by  way  of  contractural  arrangements 
with  the  State  Health  Planning  Agency. 
Throughout  the  debate  that  occurred  prior  to 
the  Governor’s  decision,  the  state  assured  the 
health  care  system  that  they  in  no  way  wanted 
to  terminate  local  private  health  planning,  but 
rather  to  build  and  expand  upon  it.  To  what 
degree  this  will  bfe  carried  out  and  for  how 
long  remain  to  be  se^n.  There  is  a question 
whether  or  nbt  the  State  Health  Planning 
Agency  will  be  able  to  receive  sufficient  federal 


dollars  to  fund  contracts  with  the  Health 
Planning  Council,  Inc.  and  the  Kent  and  Sus- 
sex Health  Planning  Council,  Inc.  There  is 
also  a question  as  to  whether  or  not  HEW  will 
permit  a state  that  has  chosen  to  perform  all 
of  the  functions  and  assume  all  of  the  responsi- 
bility, to  contract  out  a substantial  portion  of 
this  responsibility  and  these  functions  with 
private  agencies.  However,  it  is  clear  that  it 
is  the  intent  of  Secretary  Earl  McGinnes  of  the 
Department  of  Health  and  Social  Services  and 
Mr.  Amos  Burke,  the  Director  of  the  Health 
Planning  for  the  State,  to  initially  contract 
with  the  Health  Planning  Council,  Inc.  and 
the  Kent  and  Sussex  Health  Planning  Council, 
Inc.  to  carry  out  the  functions  and  have  the 
responsibilities  that  they  would  have  had  if 
they  had  been  federally  designated  health  sys- 
tems agencies. 

Should  HEW  legally  determine  that  Dela- 
ware does  not  qualify  for  the  method  the  Gov- 
ernor has  chosen,  then  hopefully  the  Governor 
will  respond  by  requesting  that  the  Standard 
Metropolitan  Statistical  Area  be  divided,  and 
designate  the  geographic  area  of  the  State  of 
Delaware  as  the  area  for  health  planning  of  a 
private  health  systems  agency.  In  this  case, 
the  Health  Planning  Council,  Inc.  and  the 
Kent  and  Sussex  Health  Planning  Council, 
Inc.  would  consider  merger  as  there  would  be 
only  one  agency  covering  the  area  of  the  state. 

The  implications  of  this  legislation  and  the 
final  decision  by  HEW  deserve  close  watch- 
ing by  the  health  care  system  in  Delaware. 
Among  other  things,  the  law  mandates  a State 
Certificate  of  Need  Program  which,  at  the 
latest,  must  be  operative  in  Delaware  by  June 
30,  1977.  If  Delaware  does  not  have  a State 
Certificate  of  Need  Program  by  that  time,  the 
state  will  be  penalized  by  loss  of  federal  dol- 
lars for  public  health  activities,  which  would 
be  a substantial  penalty.  The  law  further 
contains  the  inference  that  the  health  plan- 
ning mechanism  in  the  state  must  become  in- 
volved in  the  setting  of  rates  and  other  activi- 
ties which  heretofore  Delaware  has  avoided, 
thus,  in  the  thoughts  of  many,  saving  the  pri- 
vate citizens  substantially  in  the  amount  they 
have  to  pay  either  directly  or  indirectly  for 
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health  care  and  the  maintenance  of  the  health 
care  system.  On  top  of  all  these  issues,  this 
legislation  was  clearly  developed  with  the 
thought  that  in  the  near  future  National 
Health  Insurance  of  some  form  would  be 
passed.  Hopefully,  for  the  benefit  of  the  pa- 
tient and  the  citizens  of  this  state,  regardless 
of  the  outcome  of  HEW’s  legal  decision,  the 
health  care  system  and  the  private  segment 
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THE  DELAWARE  INSTITUTE  OF  MEDICAL 
EDUCATION  AND  RESEARCH  (DIMER) 

Although  many  people  are  familiar  with  the 
Delaware  Institute  of  Medical  Education  and 
Research,  many  still  are  not.  Therefore  a 
brief  review  of  the  basic  concepts  and  present 
status  seems  to  be  in  order. 

In  1969  the  Delaware  Legislature  unani- 
mously established  the  Delaware  Institute  of 
Medical  Education  and  Research  (dimer)  to 
provide  medical  education  for  qualified  Dela- 
wareans, to  assure  through  quality  educational 
programs  the  maintenance  of  the  highest 
achievable  standards  of  health  care,  and  to 
attract  and  secure  for  the  State  adequate 
numbers  of  well-trained  physicians.  Other 
states  had  approached  this  problem  by  state- 
supported  medical  schools  and  by  subsidies  for 
intern-resident  programs.  Cost  estimates  in 
the  1960’s  indicated  that  Delaware  could  not 
afford  the  former,  and  only  a few  states  had 
tried  the  latter. 

In  1969  the  dimer  concept  was  completely 
new  and  unique  to  Delaware,  although  other 
states  have  copied  it  since.  Money  is  appropri- 
ated for  DIMER  by  the  State  Legislature  each 


of  this  community  will  have  the  opportunity  to 
participate  in  the  health  planning  mechanism 
in  an  effective  and  appropriate  manner  to  as- 
sist in  ensuring  the  continuance  of  quality 
health  care  at  reasonable  cost.  Today’s  health 
care  system  is  too  complicated  and  is  chang- 
ing too  rapidly  for  the  traditional  metho'ds  for 
influencing  state  government  to  be  successful 
in  dealing  with  health  planning. 
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year  and  is  divided  several  ways.  One  part 
goes  to  Jefferson  Medical  School  and  guar- 
antees 20  places  in  each  entering  class  for 
Delaware  residents.  Another  portion  is  used 
to  provide  a thousand  dollar  grant  to  each 
medical  student  from  Delaware  to  lower  his 
tuition  nearer  to  that  which  a state  medical 
school  would  charge.  Additional  monies  are 
set  aside  for  students  who  need  financial  aid, 
for  a maximum  of  $1000  per  student.  A por- 
tion is  also  set  aside  to  provide  research  grants 
to  those  who  meet  the  appropriate  standards. 
The  remainder  is  split  on  approximately  an 
80-20  basis  respectively  between  the  Wilming- 
ton Medical  Center  and  the  University  of 
Delaware  for  the  University  to  strengthen  its 
Health  Sciences  Departments  and  the  Wil- 
mington Medical  Center  to  develop  and  main- 
tain faculty  and  educational  programs  so  that 
the  DIMER  students  can  take  part  or  all  of  their 
last  two  years  of  medical  school  in  Wilming- 
ton. 

The  ultimate  objective  of  the  entire  program 
has  been  to  attract  a sufficient  number  of  well 
qualified  physicians  to  practice  in  Delaware. 
This  objective,  and  its  related  problems,  are 
faced  by  every  state,  particularly  in  terms  of 
attracting  doctors  to  smaller  communities,  to 
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rural  areas,  and  to  deprived  areas  of  the  inner- 
city.  Delaware  with  its  dimer  program  is  at- 
tempting a rational  and  democratic  approach 
to  the  problem.  Interest  in  medicine  as  a 
career  for  Delaware  youth,  as  measured  by 
the  number  of  medical  school  applications,  has 
tripled  in  the  past  five  years.  The  total  en- 
tering medical  school  has  increased  signifi- 
cantly. The  numbers  of  interns  and  residents 
in  training  in  the  Wilmington  Medical  Center 
has  doubled  since  1969,  and  the  number  who 
are  graduates  of  US  medical  schools  has 
tripled. 

The  first  class  of  Delaware  students  gradu- 
ated from  Jefferson  in  June,  1974.  Within  a 
very  few  years  many  of  these  young  doctors 
will  be  entering  practice  in  Delaware.  How- 
ever, the  state  is  already  reaping  the  benefits 
of  the  pull  of  this  program  by  attracting  more 
excellent  physicians  to  Delaware. 

Within  the  past  year  dimer  has  come  in- 
creasingly under  attack,  largely  by  people  who 
don’t  understand  it.  The  criticism  has  cen- 
tered chiefly  on  six  elements  of  the  program: 
1)  Delaware  money  going  out  of  the  state  to 
Jefferson;  2)  The  eligibility  and  method  of 
selection  of  the  students;  3)  Scholarship  as- 
sistance for  the  medical  students;  4)  The  fact 
that  there  is  no  guarantee  that  our  Delaware 
students  will  return  to  practice  here;  5)  The 
fact  that  funds  are  allocated  to  the  Wilming- 
ton Medical  Center  as  well  as  to  Jefferson 
(called  by  some  “double  pajmient”);  6)  The 
fact  that  the  per  capita  costs  of  the  program 
are  high. 

Any  one  of  these  could  be  a topic  for  lengthy 
discussion.  However,  we  can  outline  briefly 
the  rationale  or  explanation  of  each. 

Concerning  the  first  of  these — ^money  going 
out  of  the  state — Jefferson  divides  its  total 
costs  by  the  total  number  of  students  to  ar- 
rive at  a cost  per  student.  They  then  offset 
against  this  the  tuition,  support  by  the  Penn- 
sylvania Legislature,  and  support  by  the  Fed- 
eral Government.  The  balance,  approximately 
half  of  the  total  cost  for  each  student,  is  paid 
by  DIMER  as  a subsidy  to  reserve  the  twenty 
Delaware  seats  in  each  class.  It  would  not  be 


AIRPORT  SHUTTLE  SERVICE,  inc. 
HOTEL  du  PONT 
WILMINGTON,  DELAWARE 


Authorized  Ground  Transportation  for  all  Major  Airlines 

LIMOUSINES 
TO  OR  FROM 

PHILA.  INTERNATIONAL  AIRPORT 
And  All  of  Delaware  and  Maryland 

• 

Deluxe  Door-To-Door  Pickup  Or  Delivery  At 
Your  Home-OfFice-Hotel-Motor  Lodge  . . . 

FOR  RESERVATIONS  OR  INFORMATION 

(302)  655-8878 


umudo 

A Community  of  Twelve  Custom  Homes 
on  % Acre  Wooded  Lots 
in  Northern  Brandywine  Hundred/ 
Southern  Chester  County 
Minutes  to  Shops,  Churches,  Schools 
and  Turnpikes 

Distinctively  Designed  and  Constructed  by 

r^accmc 

Call  998-3344  for  information 


June,  1975 


319 


Delaware  Medical  Journal 


reasonable  to  expect  Jefferson  to  accept  less 
and  to  lose  money  on  our  students.  They  are 
already  under  criticism  from  the  Pennsylvania 
Legislature,  which  understandably  objects  to 
paying  part  of  the  cost  of  educating  our  stu- 
dents and  wants  us  to  carry  more  of  our  share 
instead  of  less.  The  actual  amount  of  money 
may  seem  large,  but  Jefferson’s  costs  are  low 
compared  to  most  other  schools.  It  is  highly 
unlikely  that  we  can  find  a more  economical 
arrangement. 

The  eligibility  and  selection  of  students  have 
been  the  source  of  a great  deal  of  misunder- 
standing. Any  bona  fide  resident  of  the  State 
of  Delaware  is  eligible  for  the  dimer  program, 
regardless  of  where  he  or  she  attends  college. 
The  criteria  for  determining  who  is  a resident 
are  the  same  as  those  used  by  the  University 
of  Delaware.  Applications  from  proven  Dela- 
ware residents  are  considered  separately  from 


other  Jefferson  applications.  Although  Jef- 
ferson’s Admissions  Committee  has  the  final 
say,  they  are  strongly  guided  by  a preliminary 
screening  and  ranking  done  by  a joint  com- 
mittee which  is  made  up  of  three  knowledge- 
able and  experienced  people  from  Delaware 
and  three  members  of  the  Jefferson  Admissions 
Committee. 

Ranking  is  based  on  a number  of  factors, 
most  important  of  which  are  college  record, 
achievement  on  MCAT  examinations,  letters 
of  recommendation,  and,  if  the  applicant  ap- 
pears well  qualified  on  these  bases,  a personal 
interview.  Efforts  are  made  to  encourage  ap- 
plications from  Kent  and  Sussex  Counties  be- 
cause of  a greater  need  for  physicians  in  those 
areas  and  because  with  a lower  population 
density,  there  normally  tend  to  be  few  appli- 
cants. However,  except  for  this  slight  atti- 
tudinal  leaning  there  is  no  conscious  bias  or 
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preference.  As  it  turns  out,  about  half  of  the 
students  selected  have  attended  the  University 
of  Delaware,  and  about  half  have  attended 
other  colleges  and  universities. 

When  the  dimer  program  was  first  imple- 
mented, there  was  a tendency  on  the  part  of 
the  DIMER  Board  to  regard  it  as  Delaware’s 
substitute  for  a medical  school.  From  this  it 
was  reasoned  that  if  we  had  a medical 
school  the  tuition  charged  would  be  the  same 
as  the  tuition  at  the  University  of  Delaware. 
Since  there  was  a $2000  differential  between 
the  tuition  levels  at  that  time  ($500  at  U.  of 
D.  vs  $2500  at  Jefferson),  dimer  picked  up 
the  difference.  After  a couple  of  years  this 
came  to  be  referred  to  as  a “scholarship”  and 
came  under  sharp  attack  because  it  was  not 
based  on  need.  Of  course,  the  in-state  versus 
out-of-state  tuition  differential  at  the  Uni- 
versity of  Delaware  is  not  based  on  need  either, 
but  this  is  not  usually  viewed  as  a scholarship. 
Anyhow,  the  dimer  Board  has  now  changed 
its  position,  and  beginning  September  1,  1975 
each  student  will  receive  a $1000  grant  and 
up  to  another  $1000  more  if  he  has  proven 
financial  need. 

The  problem  of  inducing  doctors  to  practice 
in  the  state  where  they  grew  up  or  the  state 
in  which  they  were  educated  is  one  which  has 
never  been  satisfactorily  resolved.  Inden- 
tured servitude  is  illegal;  states  which  try  to 
enforce  such  provisions  face  law  suits  (eg, 
Kentucky).  Moreover,  if  such  arrangements 
were  universally  made  and  could  be  enforced, 
Delaware  would  not  have  any  doctors.  Psy- 
chologically, making  practice  in  a given  area 
compulsory  automatically  makes  it  undesir- 
able. Those  coerced  will  certainly  leave  at 
the  first  legal  opportunity. 

Let’s  look  at  the  facts.  The  State  of  Del- 
aware pays  towards  the  education  of  twenty 
graduating  M.D.’s  per  year,  yet  we  got  thirty 
this  year  entering  the  state  to  intern.  To  be 
sure,  only  nine  of  the  30  were  part  of  the  20 
we  paid  for;  but  someone  else  paid  for  the 
other  21,  and  it  certainly  seems  that  we  are 
coming  out  ahead.  A better  way  than  coercion 
is  to  make  practice  here  as  attractive  as  pos- 
sible. Good  facilities;  a high-level  quality  of 


care;  a friendly  and  cooperative  relationship 
among  physicians;  readily  available,  interest- 
ing, and  pertinent  educational  programs;  a 
broad-minded,  progressive,  and  friendly  com- 
munity; and  above  all  a welcoming  attitude — 
all  will  help. 

DIMER  is  addressing  itself  to  those  aspects 
which  it  can  influence,  but  all  of  us  must  do 
our  part  if  we  are  to  really  succeed.  At  present 
there  are  no  states  which  require  doctors  to 
pay  back  the  basic  educational  subsidy  which 
went  to  their  medical  school.  A total  of  18 
require  pay-back  of  scholarship  help  only, 
either  in  dollars  or  practice  time.  Most  young 
M.D.’s  pay  in  dollars  and  practice  where  they 
want.  Some  members  of  our  Delaware  Legis- 
lature are  proposing  we  have  our  students 
pay  back  both  the  scholarship  and  the  subsidy. 
This  would  destroy  the  very  program  which  is 
our  only  realistic  hope  of  solving  the  physician 
supply  problem. 

Some  have  objected  to  the  fact  that  the 
Wilmington  Medical  Center  receives  dimer 
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funds  to  help  support  its  educational  pro- 
grams. They  feel  that  if  Jefferson  is  paid  for 
four  years  of  medical  school  the  Wilmington 
Medical  Center  should  not  also  be  paid  for  the 
last  two  years.  The  funds  going  to  Wilming- 
ton Medical  Center,  of  course,  do  not  pay  any 
intern  or  resident  salaries  but  are  used  for 
faculty  salaries  and  other  program  costs.  What 
are  the  alternatives?  Without  such  support 
the  Wilmington  Medical  Center  could  not  af- 
ford to  maintain  its  large  educational  program, 
and  the  Delaware  students  would  have  to  take 
their  entire  four  years  in  Philadelphia.  This 
would  mean  less  chance  of  attracting  them 
back  here,  and  less  opportunity  of  developing 
the  high  quality  programs  of  education  and 
patient  care  which  attract  other  top  doctors 
here. 

Some  have  proposed  that  Jefferson  pay  the 
faculty  in  Wilmington.  This  outside  domina- 
tion of  the  Wilmington  Medical  Center  would 
be  intolerable,  and  also  it  would  only  increase 
Jefferson’s  costs,  which  we  would  wind  up  pay- 
ing anyhow.  Although  the  present  arrange- 
ment does  present  problems  at  times,  no  bet- 
ter way  has  been  proposed. 

Finally,  it  has  been  pointed  out  that  the 
per  capita  costs  of  the  dimer  program  are  high. 
Admittedly  they  are  higher  than  the  average 
among  US  medical  schools.  However,  “high” 
has  no  meaning  unless  we  say,  “Compared  to 
what?”  As  a small  state  we  pay  high  costs 
for  many  things.  Perhaps  we  are  uneconomic- 
ally  small;  a class  size  of  30  or  40  would  have 
a lower  per  capita  cost,  but  Jefferson  cannot 
accommodate  this  many.  Having  a separate 
medical  school  would  lower  the  per  capita  cost, 
but  the  total  cost  would  be  at  least  double 
and  probably  triple  the  cost  of  the  present 
DIMER  program.  We  must  therefore  conclude 
that  for  us  for  the  present  this  is  the  best 
possible  buy  we  can  get. 


Special  Reports 


The  whole  state  should  get  behind  it  and 
make  it  work. 

The  whole  state  will  benefit. 

E.  Wayne  Martz,  M.D. 


Dr.  Martz  is  Director  of  Medical  Education,  Wilmington  Medi- 
cal Center. 
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REPORT  ON  AMERICAN  SOCIETY  OF 
CLINICAL  ONCOLOGY  AND  AMERICAN 
ASSOCIATION  OF  CANCER  RESEARCH 
MEETINGS 

San  Diego,  California,  May  4-9,  1975 

Prospectively  controlled  randomized  studies 
to  determine  the  best  dose  of  5-FU  reported 
by  the  Central  Oncology  Group,  in  which  the 
Wilmington  Medical  Center’s  experience  was 
included,  have  shown  that  oral  administration 
of  5-FU  is  not  a trustworthy  method  of  ad- 
ministration and  that  non-loading  5-FU  is  less 
effective  than  if  a loading  course  is  used.  A 
loading  dose  of  12  mg/kg  I.V.  push  daily  x 4 
followed  every  other  day  with  6 mg/kg  x 6 
gave  improved  results  over  previous  courses. 
The  total  I.V.  course  lasts  about  14  days.  It 
can  be  given  to  outpatients.  Other  papers 
corroborated  the  fact  that  oral  5-FU,  when 
used  clinically,  is  less  effective  than  the  in- 
travenous route. 

In  a randomized  control  series  adjuvant 
chemotherapy,  particularly  for  breast  and 
colon,  was  shown  to  be  effective  in  delaying 
the  onset  of  metastasis.  Combined  chemo- 
therapy is  usually,  but  not  always,  superior 
to  single  medications.  Testicular  cancer  is 
showing  significant  response  with  high  doses 
of  Velban  followed  by  Bleomycin  intravenous 
drip  therapy. 

Robert  W.  Frelick,  M.D. 


Dr.  Frelick  is  Director  of  the  Delaware  Tumor  Control  Program 
,rnd  Chief  of  the  Section  of  Oncology,  Department  of  Medicine, 
Wilmington  Medical  Center. 
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SIR  JULIAN  HUXLEY 
1887-1975 

Man’s  destiny  is  to  make  possible  a maximum  fulfillment  for  the  greatest  number 
of  human  beings.  This  is  the  only  goal  at  which  we  must  aim. 

New  York  Times,  February  16,  1975 
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McELMTONEY  Sd  KIRK,  INC. 

PRESCRIPTION  OPTICIANS 

103  West  8th  Street 
PRESCRIPTIONS  FILLED  Wilmington,  Delaware 

Phone  656-4862 

INDIVIDUAL  ATTENTION  Suite  11  Professional  Bldg. 

Augustine  Cut-off 
Wilmington,  Delaware 

ACCURACY  AND  SERVICE  Phone  652-3583 

4561  Kirkwood  Highway 

STYLES  TO  FIT  YOUR  PERSONALITY  Millcreek  Shopping  Center 

Wilmington,  Delaware 
Phone  999-0551 
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Where  all  savings  accounts 
are  compounded  continuously 
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THE  SI  — MORE  BAD  NEWS? 

“The  patient’s  sugar  of  5.6  mmol/1  ruled  out 
diabetes;  his  cholesterol  of  3.8  mmol/1  was 
considered  satisfactory  for  his  age,  particularly 
since  his  uric  acid  was  only  0.3  mmol/1.  His 
red  count  was  4.5  trillions  per  liter  (10’^V1)> 
and  his  white  count  normal  at  5.5  billions 

lOVl.” 

Confused?  There’s  more!  “His  blood  pres- 
sure was  18.6  kilopascal  (kPa).  Since  his 
weight  had  increased  from  70.2  to  80  kg  in  the 
past  five  years,  a reduction  diet  of  5400  joules 
(J)  was  prescribed.” 

The  above  units  are  all  part  of  the  SI  uni- 
versal language  of  measurements,  SI  being  an 
abbreviation  for  Le  Systeme  International 
D’Unites. 

In  the  past,  clinical  chemical  measurements 
have  been  in  terms  of  weight  per  volume:  150 
mg  of  glucose  per  100  ml  of  blood  or  plasma. 
No  more.  The  amount  of  glucose  is  converted 
to  moles,  one  mole  being  an  amount  equal  to 
the  substance’s  molecular  weight  in  grams. 
For  example,  the  molecular  weight  of  NaCl  = 
23  (sodium)  plus  35.5  (chlorine)  = 58.5 
grams  = one  mole  of  NaCl. 

The  system  gets  even  more  complicated  for 
bivalent  irons  which  have  twice  as  many  moles 
as  equivalents.  An  example:  calcium  of  10 
mg/100  ml  = 5 mEq  = 2.5  mmol/1,  the  last 
being  the  SI  unit  now  advocated  and  in  fact  in 
use  in  a limited  way  by  JAMA,  Annals  of  In- 
ternal Medicine,  and  other  prestigious  medical 
and  scientific  journals. 

For  me,  the  transition  from  F°  to  C°  has 
been  confusing;  I know  how  sick  a patient  is 
whose  temperature  is  104°.  I’m  just  not  sure 
what  his  clinical  status  is  at  39°.  However, 
I can  swing  with  C°  temperatures  and  kg 
weights,  but  I don’t  think  I can  be  clinically 
effective  if  I must  cope  with  glucose  reports 
of  5.6  mmol/1  (which  is  actually  100  mg/100 
ml  by  our  present  measurements) . 

It  seems  to  me  there  are  more  important 


things  for  laboratory  people  and  clinicians  to 
work  on  together:  replicability,  standard  de- 
viations, specificity,  and  sensitivity  m name 
but  a few.  I for  one  am  hoping  SI  does  not 
catch  on  quickly. 

B.Z.P. 

ON  FIGHTING  LOSING  BATTLES 

Maturity  and  experience  deny  us  the  illusion 
that  truth  and  goodness  always  win  in  the  end. 
Too  often  have  we  seen  good  causes  fail  and 
wise  alternatives  dismissed.  Daily  examples 
come  from  our  society,  our  legislators,  our  pa- 
tients, and  ourselves.  The  Zeitgeist,  the  feel- 
ing-tone of  the  times,  forces  compromise  with 
traditional  values.  Changing  priorities  and 
new  interpretations  disrupt  our  points  of  ref- 
erence. 

As  the  times  change,  concepts  of  responsi- 
bility and  loyalty  change  as  well.  The  pro- 
viders of  goods  and  services  have  become  ever 
more  responsible  to  the  receivers  of  these  goods 
and  services  for  the  quality  of  same.  Letting 
the  buyer  beware  no  longer  implies  that  the 
seller  need  not  also  beware.  Regulations  to 
safeguard  delivery  systems  have  forced  compli- 
ance with  a certain  minimum  quality  standard. 
It  elevates  the  lowest  level  of  delivery.  The 
price  paid  is  often  elimination  of  the  highest 
level  of  delivery. 

The  handwriting  on  the  wall  portends  more 
and  more  external  regulation  in  the  practice 
of  medicine.  Each  man  now  comes  more  and 
more  to  expect  his  piece  of  the  universe  as  a 
right,  and  the  cries  come  loudest  from  those 
who  have  not  yet  seized  their  share.  Our  so- 
ciety’s mood  is  to  equalize  access  to  the  sys- 
tem, and  this  means  taking  from  the  top  to 
spread  it  at  the  bottom.  I am  not  now  judg- 
ing this  to  be  good  or  evil  but  merely  sensing 
it  and  stating  it  as  I see  it.  I do  not  think 
we  can  prevent  the  coming  of  increased  regu- 
lation, supervision,  and  structure  in  our  prac- 
tices. That  is  a losing  battle.  But  there  are 
many  ways  to  lose. 
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IS  YOUR  RETIREMENT  PLAN 
STILL  ON  TARGET? 


At  some  time  or  other,  alS  of  us  have  given  consideration  to  a 
financial  plan  that  will  assure  a comfortable  retirement. 

Unfortunately,  all  too  few  of  us  review  our  plans  periodically  to 
see  if  they  are  standing  up  under  the  tests  of  time  and  changing 
circumstances. 

CANNON  & COMPANY,  INC.,  the  service  agent  for  PRO  SERVICES, 
INC.  and  your  Society  Keogh  Plan,  offers  all  Society  members  a free, 
no  obligation  “financial  check-up”  including: 

• Measure  Your  Current  Needs 

• Estimate  your  Retirement  Needs 

• Project  Your  Current  Plan  to  Retirement 

• Integrate  Your  Plan  with  the  New  Keogh  Law 

• Maximize  Your  Tax  Deductions 

Start  planning  early  to  take  full  advantage  of  the  larger  Keogh 
deductions  available  to  you  this  year. 

CALL  OR  WRITE 

CANNON  & COMPANY,  INC. 

Dyblin  Hall,  Suite  419 
1777  Walton  Road 
Blue  Bell,  Pennsylvania,  19422 
(215)  542-1420 


JAMES  R.  CASTLE,  PRESIDENT 


Editorials 


Silent  acquiescence  brings  total  defeat.  “The 
triumph  of  evil  needs  nothing  more  than  good 
men  to  remain  silent.”  An  opposition  must  be 
heard  and  understood  lest  the  temper  of  the 
times  be  mistaken.  No  winning  candidate 
ignores  the  margin  by  which  he  won.  Con- 
sent with  protest  modulates  change,  and  must 
be  used  to  make  the  most  of  changing  patterns. 

It  is  folly  to  suppose  that  some  clever  but 
elusive  alternative  lies  somewhere  which  will 
satisfy  all  parties.  Compromises  will  have  to 
be  made.  We  must  be  considered  in  terms 
of  our  interaction  with  other  forces  molding 
our  society.  But  we  must  make  clear  our 
principles  and  our  purpose.  We  must  try  to 
resist  an  erosion  of  our  system  that  will  dimin- 
ish our  quality  and  our  contribution.  If  our 
shape  must  change  to  fit  a larger  format,  we 
can  yet  be  strong  enough  to  maintain  a worthy 
and  meaningful  identity  within  it.  And  this 
means  speaking  out. 

S.H.F. 

« vs  ve 

DR.  FRELICK  ON  THE  COST  OF  HEALTH  CARE 

It  frequently  seems  true  that  the  busy  get 
even  busier  and  do  more,  and  more  and  more. 
Dr.  Robert  Frelick,  well-known  as  one  of  our 
busiest  members,  nevertheless  still  found  time 
to  write  the  letter  below  to  the  Delaware  State 
News. 

“Editor  Joe  Smyth’s  editorial  (of  May  25, 
1975)  on  the  high  cost  of  health  care  unfor- 
tunately gave  too  simplistic  an  answer  to  a 
complicated  problem. 

“You  seemed  to  be  unaware  of  the  fact  that 
there  is  already  a Federally-mandated  and 
Governor-appointed  Comprehensive  Health 
Planning  Council*  with  a majority  of  consum- 
ers, which  has  to  approve  all  capital  costs  over 
$50,000  in  the  State,  if  Medicare,  Blue  Cross, 
and  Medicaid  payments  are  expected  to  cover 
some  of  the  costs  of  the  installation.  As  a re- 
sult, there  is  probably  less  duplicate  building 
than  in  most  areas,  and  we  do  not  have  the 
excess  beds  to  support  that  many  states  have. 

'Editor’s  Note:  On  June  11  the  Comprehensive  Health  Planning 
Council  was  abolished  by  Governor  Sherman  W.  Tribbitt  and  re- 
placed with  an  interim  council  to  carry  on  the  functions  of  the 
old  council  and  to  comply  with  the  provisions  of  the  National 
Health  Planning  and  Resources  Development  Act. 


You  also  may  not  be  aware  that  the  Blue 
Cross-Blue  Shield  Board  is  no  longer  domi- 
nated by  health  providers. 

“Your  statement  that  the  doctors  tried  to 
discourage  catastrophe  insurance  in  favor  of 
policies  that  covered  all  the  little  items  is  also 
incorrect.  It  has  been  the  public,  especially 
labor,  who  have  insisted  on  coverage  of  such 
minor  items  as  simple  accident  ward  visits. 

“I  would  also  question  your  assumption  that 
Blue  Cross  would  have  better  cost  contain- 
ment if  it  were  regulated  by  the  insurance 
commissioner.  If  it  would  help,  there  is  cer- 
tainly no  objection.  Can  you  cite  any  evi- 
dence, ie,  any  plan  with  better  coverage  at 
better  rates  related  to  insurance  commission 
regulations? 

“I  also  have  not  been  impressed  by  the  ef- 
ficiency and  cost  control  shown  by  federal 
medical  programs,  whether  it  be  fee  freezes 
based  on  a physician’s  past  experience  which 
rewards  the  physician  who  charges  the  most, 
or  hospital  building  programs,  such  as  that  at 
Smyrna  Home  and  Hospital,  where  a Hill- 
Burton  approved  project  was  not  acceptable 
to  Medicare,  or  the  Armed  Services  medical 
program,  or  the  State-supported  hospital  at 
Farnhurst  for  the  mentally  ill. 

“Unfortunately,  consumer-controlled  and 
regulated  medical  programs  have  not  yet 
proven  to  be  effective.  It  takes  some  expertise 
to  manage  a medical  program. 

“Undoubtedly  there  are  doctors  whose  in- 
comes are  not  related  to  their  contribution  to 
society.  While  this  is  also  true  in  other  fields, 
I am  not  aware  of  evidence  that  additional 
control  of  income  above  that  achieved  by 
taxation  would  necessarily  be  an  acceptable  or 
an  effective  way  to  significantly  control  costs, 
although  some  incomes  may  need  other  con- 
trols than  taxes. 

“Many  other  factors  influence  the  spiralling 
cost  of  health  care,  including  inflation,  in- 
creasingly sophisticated  management  tech- 
niques needing  many  more  medical  and  para- 
medical subspecialists,  and  the  costs  of  the 
poor  and  medically  indigent.  These  are  paid 
by  the  paying  patient  and  his  insurance. 
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“It  IS  apparently  easier  for  the  State  to  let 
Blue  Cross  “tax”  its  subscribers  than  have  the 
State  do  it  and  assume  the  costs  or  insurance 
fees  for  those  who  cannot  afford  it. 

“Many  physicians  are  concerned  that  more 
emphasis  is  not  put  on  preventive  measures. 
Auto  accidents,  lung  cancer  from  cigarette 
smoking,  and  cirrhosis  (from  alcohol),  etc.  are 
examples  of  costly  medical  problems  that  need 
not  be. 

“The  Kaiser  Program,  looked  upon  by  many 
as  the  best  example  of  efficient  use  of  the 
health  care  dollar,  is  based  upon  the  profit 
motive,  not  government  medicine.  A contract 
system  is  used,  not  “cost  plus,”  the  Blue  Cross 
insurance-type  of  control.  With  this  system, 
past  experience  is  used  to  estimate  costs,  which 
are  then  contracted  between  the  hospital  and 
the  insurance  carriers.  Then,  if  the  hospital 
is  able  to  pare  costs,  it  may  have  that  which 
is  left  over  to  improve  fringe  benefits  for  em- 
ployees, or  get  new  equipment.  There  is  an 
incentive  to  save.  This  is  not  true  of  govern- 
ment-run programs. 

“Please  continue  to  push  for  optimum  use  of 
the  health  care  dollar  but  try  to  understand 
the  problem,  so  it  can  be  discussed  fully  by 
an  informed  public.  We  need  solutions,  not 
striking  headlines. 

Robert  W.  Frelick,  M.D.” 

Three  cheers  for  Dr.  Frelick. 

B.Z.P. 
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MEDICAL  SOCIETY  OF  DELAWARE 

HOUSE  OF  DELEGATES 
FRIDAY,  SEPTEMBER  26,  1975 

ANNUAL  MEETING 
SATURDAY,  SEPTEMBER  27,  1975 


Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
Individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported;  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation. 
Impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use.  as  serum-type  vials  of  30  mg. 


Searte  & Co. 

San  Juan,  Puerto  Rico  OOOSS 

Addraas  medical  Inquiries  to;  G.  0.  Searle  A Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60650  4S1 
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Book  Reviews 


A COOPERATIVE  CANCER  RESEARCH  PROGRAM 

Continued  from  page  297 

could  serve  as  a sounding  board  or  “informa- 
tion exchange”  concerning  mutual  interests 
and  even  problems.  Initial  contacts  with  key 
research  individuals  within  the  state  concern- 
ing this  concept  have  been  favorably  received. 
The  development  of  such  a committee  might 
promote  the  free  exchange  of  information 
among  members  of  the  scientific  community 
within  Delaware  and  could  conceivably  en- 

^ook  iBemeiDd 

THE  FUNCTIONS  OF  SLEEP  by  Ernest  L.  Hartmann, 
M.D.,  Yale  University  Press,  New  Haven,  1973.  189 
pp.  Illus.  Price  $2.95  paperback. 

This  small  Yale  “Fastback”  book  is  a 
thoughtful  presentation  of  the  theories  of  sleep 
and  its  functions,  ranging  from  Shakespeare’s 
perceptive  analysis  in  “Macbeth”  (1623)  to 
current  studies  in  progress.  Dr.  Hartmann’s 
writing  is  lucid  and  elegant.  I believe  it  will 
be  easily  understood  by  any  student  of  psy- 
chology at  the  undergraduate  level  as  well  as 
by  the  physician.  The  special  charm  of  this 
volume  lies  in  its  comprehensive  approach,  in- 
cluding the  psychologic  as  well  as  the  neuro- 
chemical and  electrophysiological  theories  of 
why  we  sleep,  why  we  need  to  sleep,  and  the 
implications  for  future  research. 

Dr.  Hartmann,  Medical  Director  of  the 
Sleep  Research  Foundation  and  Director  of 
the  Sleep  and  Dream  Laboratory  at  Boston 
State  Hospital,  begins  with  the  differentiation 
of  sleep  states  into  S (“synchronized”  or  “slow- 
wave”)  sleep  and  D (“desynchronized,” 
“dreaming,”  or  “Rapid  Eye  Movement”)  sleep. 
He  presents  the  observation  from  many  studies 
that  S-sleep  always  precedes  D-sleep  and  pos- 
tulates that  these  two  types  of  sleep  may  have 
separate  and  related  or  complementary  func- 
tions. 


hance  the  possibility  of  cooperative  programs. 
This  concept  of  a “network”  of  research  fa- 
cilities and  resources  also  might  generate  ad- 
ditional National  Cancer  Institute  interest  by 
its  uniqueness. 

For  those  interested  in  developing  a sound 
research  base  in  cancer  that  could  be  easily 
expanded  to  other  areas,  Delaware,  with  its 
history  of  internal  cooperation,  might  possibly 
provide  the  setting  to  develop  a unique  coop- 
erative program  that  could  serve  as  a model 
for  others. 


IX 


From  comparison  of  sleep  requirements  of 
many  species  of  animals,  animals  of  varying 
ages,  and  interview  reports  on  patients  and 
experimental  subjects,  he  is  able  to  hypothesize 
that  S-sleep  restores  the  abilities  impaired  in 
the  animal  by  exercise,  metabolism,  and  tissue 
damage.  D-sleep,  on  the  other  hand,  seems 
to  restore  the  cortical  systems  which  are  re- 
lated to  focused  attention,  optimism,  energy, 
and  emotional  adaptation. 

He  presents  large  bodies  of  evidence  from 
both  the  psychiatrist  and  the  neurochemist  to 
support  these  theories:  eg,  the  observations 
that  the  mental  processes  which  appear  to 
“wear  out”  during  tiredness  are  the  ones  which 
are  entirely  absent  during  dreaming,  and  that 
amphetamines  may  minimize  the  effects  of 
deprivation  of  D-sleep.  Dr.  Hartmann  specu- 
lates that  the  interdependence  of  the  two 
“sleep  states”  might  be  explained  by  the  S5m- 
thesis  of  macromolecules,  such  as  proteins, 
during  S-sleep,  which  are  further  altered  to 
form  enzymes,  or  which  are  placed  in  position 
to  restore  synaptic  functions,  during  D-sleep. 
He  observes  that  during  D-sleep  and  also  dur- 
ing acute  psychosis,  the  brain  appears  to  func- 
tion at  the  “primary  process”  level,  without 
the  usual  catecholamine  influences  from  the 
ascending  pathways  to  the  cortex.  Dreams 


June,  1975 


333 


MEDICAL  PLACEMENT  SERVICE 
is  a service  for  YOU  ! ! ! 

We  Can  Provide  . . . 

1.  Permanent  Medical  Personnel  — 

Medical  secretaries,  laboratory  or  x-ray  technicians,  recep- 
tionists, nurses,  dental  hygienists  or  assistants,  physical  thera- 
pists—ANY  medical  personnel  needs. 

2.  Temporary  Medical  Personnel  - 

Part-time  help,  vacation  or  illness  relief;  for  a few  hours, 
days,  weeks.  Remember  too,  that  these  people  are  on  our  pay- 
roll, eliminating  your  responsibility  as  to  malpractice  insurance, 
taxes,  unemployment  and  workmens  compensation. 

3.  Private  Duty  Personnel - 

Registered  Nurses  or  Licensed  Practical  Nurses,  and  Nurse 
Assistants  for  home,  hospital,  or  nursing  home  as  needed. 

4.  Travel  Escorts - 

RN's,  LPN"s,  Aides,  or  Companions  for  patient  transfers,  to 
assist  a handicapped  or  incapacitated  person  on  a vacation  or 
cruise,  or  to  accompany  a group  of  senior  citizens  or  others  for 
a day  trip  or  longer  tour. 

WHAT  DO  YOU  NEED???? 

Call  658-8995  and  we'll  be  happy  to  help.  If  you  need 
us  after  5 p.m.  or  on  weekends  call  655-0828. 

MEDICAL  PLACEMENT  SERVICE 

1004  West  24th  Street 
Wilmington,  Delaware 
Phone  658-8995 


Book  Reviews 


may  represent  illustrations  of  interconnections 
between  the  previous  “daytime  residues”  with 
primitive  thoughts  and  feelings  already  resid- 
ing in  the  cortex,  connections  which  are  very 
probably  being  formed  actively  as  the  dream- 
ing process  goes  on.  These  “connections”  are 
the  source  of  the  bizarre  and  unusual  events 
which  we  recall  from  dreams  with  some  degree 
of  surprise,  since  during  the  dreaming  process 
our  critical  faculties  are  relatively  inactive. 
In  this  fashion  we  organize  and  file  during 
D-sleep  the  new  experiences  and  feelings  of 
the  previous  day,  awakening  with  our  cogni- 
tive processes,  such  as  focused  attention  and 
“energy,”  refreshed  and  ready  for  the  events 
of  another  day. 

William  L.  Sprout,  M.D. 

TEXTBOOK  OF  PULMONARY  DISEASES,  2nd  ed., 
edited  by  Gerald  L.  Baum,  M.D.,  Little,  Brown  & 
Co.,  Boston,  1974.  1076  pp.  Illus.  Price  $50.00. 

This  is  the  second  edition  of  a textbook  on 
pulmonary  diseases.  It  has  been  expanded  by 
about  three  hundred  pages  and  eighteen  au- 
thors, probably  on  the  thesis  that  more  is  bet- 
ter. This  reviewer  would  have  preferred  that 
the  size  of  the  book  and  the  number  of  authors 
be  smaller  rather  than  larger.  It  is  a good 
book,  but  I am  disappointed  because  it  might 
have  been  better. 

The  sections  on  Diagnostic  Methods  in  Pul- 
monary Diseases  are  excellent.  There  is  a 
concise  discussion  of  a pulmonary  history  and 
physical  examination,  which  should  provide  a 
good  review  for  most  of  us  who  tend  to  look 
at  the  chest  x-ray  instead  of  examining  the 
patient.  I particularly  liked  the  admonition 
of  the  author  to  concentrate  on  things  we  can 
do,  and  delegate  to  machines  and  technicians 
those  things  they  can  do  as  well  or  better.  The 
section  on  Physiologic  Studies  is  very  well 
done  with  enough  charts  and  tables  to  make 
it  useful.  There  is  a new  chapter  on  Com- 
puters in  Pulmonary  Medicine  which  assesses 
their  present  state  and  future  possibilities. 

The  chapter  on  Morphologic  Basis  of 
Chronic  Obstructive  Lung  Disease  is  excellent 


with  especially  good  diagrams  and  pictures. 
Chapter  29  by  Thomas  L.  Petty  on  The  Clini- 
cal Spectrum  of  Acute  Respiratory  Failure  is 
workmanlike  and  up-to-date  with  current  ref- 
erences. The  topic  of  Pulmonary  Vascular 
Diseases  and  Cor  Pulmonale  is  handled  well 
and  is  a very  useful  review  of  this  subject. 

Section  X,  Diseases  of  the  Pleura,  should 
also  be  cited.  It  not  only  discusses  diseases 
of  the  pleura  but  explores  physiologic  relation- 
ships of  intra  and  transpulmonary  pressures 
and  factors  promoting  pleural  fluid  formation 
and  absorption.  There  are  a complete  review 
of  diagnostic  procedures  in  pleural  diseases 
and  excellent  tables  on  causes  of  pleural  ef- 
fusions. Most  of  the  other  chapters  were  ade- 
quate without  being  distinguished.  The  index 
is  easy  to  use,  and  in  most  instances  I could 
find  what  I was  looking  for  without  trouble. 

In  spite  of  all  the  above,  I got  an  impression 
of  fragmentation  and  inconsistencies  in  many 
parts  of  this  tome.  For  instance,  there  was 
no  one  place  in  which  there  was  an  adequate 
discussion  of  anaerobic  lung  disease.  I could 
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find  no  reference  to  the  importance  of  securing 
anaerobic  cultures  by  transtracheal  aspiration 
and,  horror  of  horrors,  a cephalosporin  was 
recommended  as  the  second  drug  in  penicillin- 
sensitive  patients  with  anaerobic  infections. 
Sections  18  and  23  might  well  have  been  com- 
bined, and  the  section  on  tuberculosis  could 
stand  an  overhauling.  I think  that  if  the  best 
of  the  contributors  could  be  assigned  major 
areas  and  restricted  to  a limited  number  of 
pages,  the  results  would  be  salutory.  Until 
a better  book  comes  along,  this  one  can  be 
highly  recommended. 

Leonard  P.  Lang,  M.D. 

« « Mr 

HYPERTENSION  IN  THE  INNER  CITY  edited  by  Jere- 
miah Stamler,  M.D.,  Rose  Stamler,  M.A.,  and 
Charles  L.  Curry,  M.D.  Available  without  charge 
from  the  USV  Phormoceutical  Corp.,  Tuckahoe,  N.Y. 

HYPERTENSION  MANUAL  edited  by  John  H. 
Laragh,  M.D.,  Yorke  Medical  Books,  New  York, 
1974.  934  pp.  180  Ulus.  Price  $37.00 

CLINICAL  HYPERTENSION  by  Norman  M.  Kaplan, 
M.D.,  Medcom  Press,  New  York,  1973.  347  pp. 
Price  $30.00. 

Some  years  ago  I had  the  privilege  of  be- 
ing at  a national  meeting — it  may  have  been 
the  May  meetings  in  Atlantic  City — ^when  Dr. 
Kaplan  challenged  Dr.  Jerome  Conn  on  some 
of  his  views  regarding  primary  aldosteronism. 
Dr.  Kaplan,  now  professor  of  medicine  at  the 


University  of  Texas  Southwestern  Medical 
School,  has  written  a useful  book  summarizing 
current  knowledge  of  hypertension.  His  avowed 
principles  as  an  author  include  these:  the  most 
common  problems  (ie,  essential  hypertension) 
are  given  the  most  attention,  and  pathophysi- 
ology is  covered  in  enough  detail  to  base  clini- 
cal management  on  sound  reasons.  His  book 
is  highly  readable,  highly  referenced  (but  only 
with  references  five  years  old  or  younger; 
sic  transit  gloria  medical  literature,  or  some 
such). 

On  the  other  hand,  Laragh’s  book  contains 
discussions  by  62  different  workers  in  the  sud- 
denly Cinderella  field  of  hypertension.  His 
preamble  includes  a Confuoian  aphorism  I 
found  charming:  “Before  every  man  dies  he 
should  achieve  three  goals,  the  first,  to  father 
a child,  the  second  to  plant  a tree,  and  the 
third,  to  write  a book.” 

Laragh’s  book  (934  pp)  is  almost  three  times 
the  length  of  Kaplan’s  (347  pp).  Kaplan’s 
may  be  a better  buy  for  most  clinicians  al- 
though it  seems  overpriced  to  me. 

On  the  other  hand,  the  free  paperback  sum- 
mary of  a symposium  on  hypertension,  “Hy- 
pertension in  the  Inner  City,”  which  includes 
among  its  coeditors  Dr.  and  Mrs.  Jeremiah 
Stamler,  is  an  excellent  current  resume  for 
physicians  besieged  every  day  by  the  allega- 
tions of  millions  of  untreated  or  poorly  treated 
hypertensives. 

Continued  on  page  339 
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Continued  from  page  336 

The  report  of  Task  Force  I Data  Base,  of 
the  National  High  Blood  Pressure  Education 
Program,  HEW  publication  74-593,  free  to  US 
taxpayers,  is  also  a useful  monograph  for  clini- 
cians evaluating  or  updating  their  own  battle 
plans  against  hypertension. 

The  June  ’74  issue  of  the  Archives  of  In- 
ternal Medicine  was  entirely  devoted  to  a sym- 
posium on  hypertension,  as  Dr.  Bogdonoff,  in- 
troducing the  Archives  symposium  pointed  out 
“.  . . there  are  not  many  medically  modifiable 
cardiovascular  disorders.  However,  arterial 
hypertension  is  such  an  entity.” 

Nonetheless,  it  seems  to  me  quite  probable 
that  evaluating  or  treating  new  hypertensives 
detected  at  the  local  firehouse  and  in  the  su- 
permarket parking  lot  is  not  going  to  be  nearly 
so  easy  or  as  valuable  in  terms  of  saved  hearts 
and  kidneys  and  brains  as  the  enthusiasts 
think.  I’m  also  certain  that  the  seemingly 
easy-to-use  hypertensive  medications  will  not 
prove  to  be  quite  that  easy  or  safe  when  given 
for  very  long  periods  of  time  (see  the  recent 
article  in  Lancet  linking  reserpine  to  breast 
cancer),  or  that  asymptomatic  patients  will 
steadily  take  them.  Nevertheless  we  must  all 
be  prepared  to  examine  regularly  all  of  our 
own  patients  for  hypertension  and  to  evaluate 
those  who  have  been  screened  in  community 
programs  as  possible  hypertensives. 

These  books  may  help  us  all  to  do  so  more 
intelligently. 

GYNECOLOGY:  A Textbook  for  Students  by  Fritz 
K.  Beller,  Karl  Knorr,  Christian  Lauritzen  and  Ralph 
M.  Wynn,  Springer-Verlag,  New  York,  1974.  385 
pp.  Ulus.  Price  $1  2.00. 

I’m  prejudiced  against  a textbook  of  gyne- 
cology which  has  more  material  devoted  to 
genital  tuberculosis  than  to  the  menopause. 
However,  the  numerous  line  drawings,  par- 
ticularly the  section  on  vaginal  cytology,  are 
excellently  clear. 

Bernadine  Z.  Paulshock,  M.D. 
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Speakers  ©n  Speakers  for  July,  1975  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 
“Ask  the  Doctor®’  produced  by  the  Medical  Society  of  Delaware  are:  July  1,  Joseph  W.  Abbiss, 
M.D.,  Histopathology,  July  8,  Herman  Rosenblum,  M.D.,  A Description 
of  the  Department  of  Pediatrics  at  the  Wilmington  Medical  Center  and 
Available  Resources;  July  15,  Robert  Abel,  Jr.,  M.D.,  The  Therapy  of  Cor- 
neal Conditions  and  the  Advances  in  Corneal  Transplantations;  July  22, 
John  S.  Wills,  M.D.,  Angiography;  July  29,  Floyd  S.  Cornelison,  M.D.,  Com- 
mon and  Uncommon  Depressions. 

In  th©  News  Thomas  R.  Brooks,  M.D.  has  been  elected  Section  Chairman-Elect  and 
Robert  Waterhouse,  M.D.  has  been  elected  Section  Vice  Chairman-Elect  for 
Delaware  of  the  American  College  of  Obstetricians  and  Gynecologists.  They 
will  be  installed  in  September. 
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The  American  College  of  Physicians  requests  abstracts  of  papers  to  be  con- 
sidered for  presentation  at  the  Three  State  Regional  Meeting  to  be  held  in 
Baltimore,  Maryland,  October  4,  1975.  Abstracts  should  be  sent  to  William 
J.  Holloway,  M.D.,  Delaware  Program  Chairman,  1806  N.  Van  Buren  Street, 
Wilmington. 

Grants  are  available  for  research  in  the  fields  of  leukemia  and  related  dis- 
orders of  the  blood-forming  organs.  October  1,  1975  is  the  deadline  for 
submission  of  completed  applications.  For  application  forms  write:  Dr.  Rose 
Ruth  Ellison,  Vice  President  for  Medical  and  Scientific  Affairs,  Leukemia 
Society  of  America,  Inc.,  211  East  43rd  Street,  New  York,  New  York  10017. 

Men  and  women  who  have  previously  experienced  acute  heart  attacks  are 
being  recruited  for  a National  Heart  and  Lung  Institute  Aspirin-Myocardial 
Infarction  Study.  Patients  will  be  recruited  who  have  sustained  one  or  more 
documented  heart  attacks;  are  30  to  69  years  old;  live  within  reasonable 
distance  of  one  of  the  participating  centers;  are  not  taking  drugs  that  might 
distort  study  results;  do  not  have  stomach  ulcers  or  other  conditions  pre- 
cluding aspirin  therapy;  and  do  not  have  other  disorders  that  make  long- 
term survival  unlikely.  Women  patients  cannot  become  pregnant  during 
the  study.  For  information  contact:  Dr.  William  Friedewald,  Project  OflSce, 
AMIS  Study,  NHLI,  National  Institutes  of  Health,  Bethesda,  Maryland 
20014.  (301)  496-4323. 

Referral  of  patients  with  gynecomastia  is  requested  for  a study  being  con- 
ducted by  the  Reproduction  Research  Branch,  National  Institute  of  Child 
Health  and  Human  Development.  Patients  will  receive  a complete  endocrine 
evaluation.  Reduction  mammoplasty  will  be  offered.  Physicians  will  receive 
a summary  of  the  findings  when  the  patient  is  returned  to  their  care.  For 
information  contact:  Dr.  D.  Lynn  Loriaux,  National  Institute  of  Child 
Health  and  Human  Development,  Clinical  Center,  Room  lOB-02,  National 
Institutes  of  Health,  Bethe^a,  Maryland  20014.  (301)  496-5800. 
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CPR  Card 

To  help  familiarize  the  public  with  cardiopulmonary  resuscitation,  Metro- 
politan Life  Insurance  Company  offers  a wallet-size  reminder  card  entitled 
“Learn  the  ABC  of  Life  Support,”  which  briefly  outlines  and  illustrates  this 
emergency  procedure.  The  card  is  available  by  writing  to  the  Health  and 
Welfare  Division,  Metropolitan  Life  Insurance  Company,  One  Madison 
Avenue,  New  York,  New  York  10010. 

Human 

Sexuality 

Workshops 

CLINICAL  NOTICES  AND  MEETINGS 

Four  workshops  on  “Human  Sexuality”  will  be  held  during  cruises  in  Scandinavia  in 
July  and  August.  Films  will  be  shown  and  group  discussions  held.  The  tuition  fee 
is  $150.  For  information  write:  Mrs.  Pamela  Orna,  Assistant  Executive  Director, 
Seminars  & Symposia,  Inc.,  505  Park  Avenue,  New  York,  New  York  10022. 

Retraining  Program 
for  Inactive 
Physicians 

The  Medical  College  of  Pennsylvania  will  conduct  an  eight-week  Retraining  Program 
for  Inactive  Physicians  in  the  fall  of  1975,  with  a deadline  for  applications  by  Septem- 
ber 1,  1975.  Applications  must  be  received  by  March  1,  1976,  for  the  spring  1976 
session.  The  program  will  be  held  twice  yearly  for  at  least  the  next  two  years.  For 
information  contact:  Retraining  Program,  Center  for  Women  in  Medicine,  The  Medical 
College  of  Pennsylvania,  3300  Henry  Avenue,  Philadelphia,  Pennsylvania  19129, 

Dermatopathology 
Elective  Program 

New  York  University  Post-Graduate  Medical  School  will  conduct  a dermatopathology 
elective  program.  Dermatologists  and  pathologists  may  apply  for  enrollment  on  a 
weekly  basis,  not  to  exceed  two  weeks.  The  fee  is  $300  per  week.  For  information 
write:  Dr.  A.  Bernard  Ackerman,  Director  of  the  Dermatopathology  Section,  New 
York  University  Medical  Center,  562  First  Avenue,  New  York,  New  York  10016. 

American  College 
of  Physicians 

A four- day  postgraduate  course  on  “Laboratory  Medicine:  Clinical  Applications”  will 
be  held  August  18-21,  1975,  in  Vail,  Colorado.  The  course  will  deal  with  the  function 
of  the  clinical  laboratory  as  well  as  the  clinical  applications  and  relevance  of  data. 
For  information  write:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine  Street, 
Philadelphia,  Pennsylvania  19104. 

Review  Course 
for  Practicing 
Physicians 

The  Fifth  Annual  Intensive  Review  Course  for  Practicing  Physicians  will  be  held  Sep- 
tember 8-13,  1975,  at  Howard  University  Hospital.  The  course  will  present  an  inten- 
sive review  in  basic  principles  of  primary  care,  introduce  new  educational  techniques, 
and  provide  an  intensive  period  of  continuing  education.  For  information  write: 
William  E.  Matory,  M.D.,  Program  Director,  College  of  Medicine,  Howard  University, 
Washington,  D.C.  20059. 

Diagnostic 
Ultrasound 
in  Obstetrics 
and  Gynecology 

The  Johns  Hopkins  Hospital  will  present  a comprehensive  course  on  the  value  of  diag- 
nostic ultrasound  as  applied  to  obstetrics  and  gynecology,  September  11-12,  1975.  For 
information  write:  Ms.  D.  Magner,  Department  of  Radiology,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205. 

Psychosomatic 
Medicine  Congress 

The  3rd  Congress  of  the  International  College  of  Psychosomatic  Medicine  will  be  held 
in  Rome  and  the  Post- Congress  will  be  held  in  Sicily,  September  13-29,  1975.  The 
topic  of  the  Congress  is  “Therapy  in  Psychosomatic  Medicine:  Strategy  and  Manage- 
ment.” For  information  write:  Adam  J.  Krakowski,  M.D.,  Secretary,  International 
College  of  Psychosomatic  Medicine,  219  Cornelia  Street,  Suite  103,  Plattsburg,  New 
York  12901. 

American  Cancer 
Society 

A National  Conference  on  Gynecologic  Cancer  will  be  held  in  Philadelphia  on  Septem- 
ber 18-20,  1975.  The  current  status  of  treatment  of  sites  of  gynecologic  cancer  and 
new  concepts  and  developments  in  research  will  be  discussed.  The  National  Conference 
on  Cancer  Research  and  Clinical  Investigation  will  be  held  September  18-20,  1975,  in 
Atlanta,  Georgia.  For  information  write:  Sidney  L.  Arje,  M.D.,  American  Cancer 
Society,  219  East  42nd  Street,  New  York,  New  York  10017. 
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‘WILMINGTON  Professional  Clinical  Laboratories, 
Inc.,  Suite  202  Professional  Bldg.,  Augustine  Cut- 
' ■ Off  * 655-9621  Hours:  MONDAY-FRIDAY  8-5  PM 
and  SATURDAY  8-12  NOON. 

NEWARK  Professional  Clinical  Laboratories,  Inc., 
Medical  Bldg.,  327  E.  Main  St.  737-4550  HOURS: 
MONbAY-FRIDAY8-5  PM  and  SATURDAY 8-12  NOON 

DOVER  Professional  Clinical  Laboratories,  Inc., 
1001  S.  Bradford  St.  678-2796  HOURS:  MONDAY- 
FRIDAY  8-5  PM  and  SATURDAY  8-12  NOON 

DOWNINGTOWN  Downingtown  Medical  Labora- 
tory, Inc.,  308  E.  Lancaster  Ave.  269-5115  HOURS: 
MONDAY-FRIDAY8-5PM  and SATURDAY8-12  NOON 

I PICK-UP  New  Castle  County,  area  sur- 
rounding Dover,  Smyrna  and  Downingtown. 
■ Specimen  pick-up  is  available  upon  request  by 
contacting  the  laboratory  (302-655-9621). 


1 


Professional  Clinical  Laboratories,  Inc.,  of  Wilming- 
ton, Delaware  now  has  four  branches  to  serve  you.  They 
are  located  in  Wilmington,  Newark,  and  Dover,  with  a 
subsidiary  laboratory  in  Downington,  Pennsylvania.  (All 
laboratories  are  state  licensed  and  have  Medicaid  and 
Medicare  approval.  The  main  laboratory  in  Wilmington 
is  federally  licensed.) 

The  Laboratory  offers  a full  range  of  services  to  the 
medical  and  industrial  community  including:  histology, 


cytology,  bacteriology,  chemistry,  hematology,  immune- 
hematology,  chemistry  profiles  (SMA  12/60),  automated 
gas  chromatography,  thin-layer  chromatography,  drug 
screening,  and  electrocardiography. 

In  addition  to  the  above  procedure,  audiographic 
screening  service  for  industry  is  now  available. 

For  your  convepience,  daily  pick-up  of  specimens 
withm  the^, range  of  the  laboratory  branches  is  provided. 


FROFESSIONU  CLINICAL  LABORATORIES.  INC. 


Professional  Building  Suite  202  • Augustine  Cut-off  Wilmington,  Delaware  19803  • PHONE:  302  - 655-9( 
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in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium, 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 
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Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Nestor  R.  Ang,  M.D.,  a graduate  of  the  University  of  the  East  and  the  University 
of  Santo  Tomas,  the  Philippines,  ’66,  is  an  Obstetrician-Gynecologist.  He  completed 
his  internship  at  Mt.  Sinai  Hospital,  Milwaukee,  and  his  residency  at  Wilmington 
Medical  Center.  Dr.  Ang  lives  with  his  wife  and  three  children  in  Wilmington, 
where  he  also  maintains  a private  practice.  His  hobbies  are  fishing,  reading,  and 
playing  basketball. 


Said  Azarbal,  M.D.,  a native  of  Iran,  was  graduated  from  Pahlavi  University  in 
1964.  He  served  his  internship  at  McNeal  Memorial  Hospital,  Berwyn,  Illinois,  and 
his  residency  at  Long  Island-College  Hospital.  An  Obstetrician-Gynecologist,  Dr. 
Azarbal  has  opened  a private  office  in  Newark.  His  hobbies  are  bowling,  pho- 
tography, ping  pong,  and  tennis.  He  lives  in  Newark  and  has  one  daughter. 


Ricardo  Castro,  M.D.,  is  a graduate  of  the  University  of  El  Salvador  Medical 
School,  ’65.  After  participating  in  fellowships  in  clinical  pediatrics  and  metabolic 
diseases  at  the  University  of  Paris  and  the  University  of  Oregon,  Dr.  Castro  spent 
his  internship  and  residency  at  the  Wilmington  Medical  Center.  A Board-eligible 
Pediatrician,  he  has  opened  a private  practice  in  Newark  where  he  lives  with  his 
wife  and  three  children.  Dr.  Castro  likes  travel,  opera,  and  handicrafts. 


Janet  Kramer,  M.D.,  was  graduated  from  Pennsylvania  State  University  and 
Woman’s  Medical  College  of  Pennsylvania,  ’68,  serving  her  internship  at  Fitzgerald 
Mercy  Hospital.  She  spent  her  residency  at  the  Wilmington  Medical  Center  in 
Internal  Medicine,  then  continued  in  Adolescent  Medicine  at  Children’s  Hospital  of 
Washington,  D.C.  Her  office  is  in  Wilmington,  where  she  lives  with  her  husband, 
Brian  D.  Kramer,  Ph.D.  In  her  spare  time  Dr.  Kramer  indulges  in  hiking  and 
gardening. 


Russell  J.  Labowitz,  M.D.,  a graduate  of  Temple  University  School  of  Medicine,  ’66, 
is  a specialist  in  Rheumatology.  He  served  his  internship  and  residency  at  the 
Wilmington  Medical  Center.  After  participating  in  a Rheumatology  fellowship  at 
the  University  of  Pennsylvania  Hospital,  he  began  private  practice  in  Wilmington 
where  he  lives  with  his  wife  and  two  children.  Dr.  Labowitz  enjoys  photography 
and  tennis. 


P.  John  Pegg,  M.D.,  is  a Clinical  Pathologist  from  Chester,  England.  Dr.  Pegg 
graduated  from  King’s  College,  London,  and  Westminster  Medical  School  of  the 
University  of  London,  ’60.  His  internship  was  spent  with  the  Westminster  Hospital 
Group,  and  his  residency  with  Westminster  and  St.  George’s  Hospitals,  London. 
At  present  he  is  working  in  the  Department  of  Pathology,  Delaware  Division,  Wil- 
mington Medical  Center.  Dr.  Pegg  lives  in  Wilmington  with  his  wife  and  three 
children. 
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1969  CADILLAC 
Calais  Sedan 


1970  CADILLAC 
Coupe  deVille 


1971  CADILLAC 
Calais  Coupe 


1972  CADILLAC 
Sedan  deVille 


1973  CADILLAC 
Coupe  deVille 


1974  CADILLAC 
Calais  Sedan 


1975  CADILLAC 
Coupe  deVille 


Once  a Cadillac,  ahvays  a Cadillac. 


There’s  just  no  mistaking  a Cadiliae. 

U hether  it  is  this  year’s  model,  or  one  with  a few  miles  on 
it,  a Cadillac  offers  a continuity  of  styling  and  elegance 
that  is  obviously  Cadillac  through  and  through. 

That’s  probably  one  of  the  reasons  why  Cadillac  buyers 
keep  coming  back  to  Delaware  Motor  Sales.  Fact  is,  the  per- 
centage of  repeat  new  car  buyers  is  historically  the  highest 
of  any  U.S.  car  made. 

And  then  there’s  Total  Cadillac  Value.  Its  the  value 
inherent  when  you  purchase  your  Cadillac  from  Delaware 


Motor  Sales  Company.  You’ll  find  it  in  the  obvious  . . . like 
the  easy  competitive  way  we  do  business.  To  the  less  ob- 
vious: like  hand  applied  blue  coral  wax  on  every  car  we 
deliver. 

There’s  this  to  consider,  too.  Since  we  are  enjoying  a 
remarkable  sales  success  these  days,  you  have  the  op- 
portunity to  select  from  a good  number  of  previously-owned 
Cadillacs. 

A Cadillac  from  Delaware  Motor  Sales  is  a great  car  buy. 


DELAWARE 
MOTOR  SALES 

PENNSYLVANIA  AVE.  & DU  PONT  ST.,  WILMINGTON,  DELAWARE  19806 


^^reMdent^<d  *^age 


MONEY  WELL  SPENT 


At  the  recent  American  Medical  Association 
Convention,  delegates  voted  to  increase  the 
dues  for  membership  from  $110  to  $250  a year. 
This  is  a sizeable  increase,  and  it  comes  at  a 
time  when  all  of  us  are  faced  with  a multitude 
of  economic  pressures — inflation,  skyrocketing 
insurance  premiums,  and  ever  increasing  tax- 
ation, to  name  a few. 

It  is  only  natural  that  each  of  us  will  give 
some  thought  to  this  new  assault  upon  our 
wallet  and  question  whether  or  not  AMA 
membership  is  worth  $250.  In  making  a judg- 
ment, it  may  help  to  appreciate  that  the  dele- 
gates that  voted  this  increase  were  very  thor- 
oughly informed  on  all  aspects  of  the  AMA’s 
operations  and  that  this  informed  group  took 
this  action  by  an  overwhelming  majority.  Like 
the  many  others  who  attended  the  convention, 
I have  given  this  question  careful  consideration 
and  I would  like  to  share  my  conclusions  with 
you. 

The  American  Medical  Association,  together 
with  its  County  and  State  subsidiaries,  is  the 
voice  of  the  medical  profession  and  the  organ- 
ized collective  voice  of  American  physicians.  It 
is  the  only  voice  for  us  all — there  is  no  other. 

As  the  voice  of  American  medicine,  this  or- 
ganizatien  provides  invaluable  service  in  set- 
ting and  maintaining  standards  for  the  training 
of  physicians  and  for  the  practice  of  medicine. 
It  advises  the  public  and  our  government  on 
all  matters  related  to  health.  Further,  the 
AMA  constantly  battles  to  protect  the  proper 
rights  and  privileges  of  both  the  physicians  of 


this  country  and  the  patients  whom  they 
serve. 

Although  I recognize  that  there  are  many 
unnecessary  and  undesirable  restrictions  of 
freedom  in  modern  society,  you  and  I are  for- 
tunate in  that  we  practice  medicine  as  a free 
profession  in  a society  dominated  by  free  en- 
terprise. There  are  many  factions  which  pre- 
fer that  this  all  change.  They  would  have  us 
regulated  in  the  fashion  of  a public  utility  and 
they  would  blot  out  the  last  vestige  of  our  free 
enterprise  system. 

The  American  Medical  Association  has  ef- 
fectively opposed  this  socialization  of  our  pro- 
fession and  our  nation.  Without  this  organi- 
zation, surely  the  privilege  of  private  practice 
would  already  have  been  lost.  Some  physicians 
are  critical  of  our  national  organization  and 
hold  that  we  have  not  been  as  effective  as  they 
would  like.  Even  if  this  is  true,  what  alterna- 
tive do  they  suggest? 

There  can  be  no  doubt — we  must  assure  the 
survival  of  a strong  AMA.  This  requires  ade- 
quate funding  and  we  serve  our  patients  and 
ourselves  well  by  providing  that  funding. 
Every  working  physician  should  give  unquali- 
fied support  to  this  fine  organization  and  we 
can  only  consider  the  dues  as  money  well 
spent. 
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Rs  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 

If  you'd  like  to  know  exactly  how  much  protection  you  need, 
call  today.  Your  Montgomery  Man  will  arrange  for  your  business 
to  have  a complete  insurance  survey. 


In  Wilmington  (Main  Office)  Du  Pont  Building  • 10th  & Orange  Streets 658-6471 

(Branch  Office)  1414  N.  Du  Pont  Street 658-6471 

In  Dover  (Branch  Office)  Bank  of  Delaware  Building 674-3707 

For  the  best  insurance  plan  . . . call  a Montgomery  Man! 


Sheila  A.  McMahon,  R.N.,  M.S. 


In  the  December  “Cancer  Communique,” 
information  was  given  regarding  the  activities 
of  the  Nurse  Coordinators  in  the  Breast  Can- 
cer Network.  Since  that  report,  considerable 
progress  has  been  made  by  nursing  within  the 
Network.  A Nursing  Management  System* 
for  breast  cancer  patients  has  been  developed 
and  has  been  well  received  by  both  the  Clini- 
cal Team  and  many  nurses  throughout  the 
State. 

The  purpose  of  the  Nursing  Management 
System  is  to  demonstrate  the  maximal  and 
most  effective  use  of  professional  nurses  in 
the  identification,  treatment,  and  continuing 
care  of  women  with  breast  cancer. 

The  Nursing  Management  System  is  built 
upon  a model  which  traces  a patient  through 
the  diagnostic,  treatment,  and  rehabilitation 
elements  of  the  health  care  system.  The  ma- 
jor links  between  these  elements  include  a 
clear  referral  process  and  concise  record  sys- 
tem, which  contribute  to  the  optimal  care  of 
the  patient  throughout  her  experience. 

The  Nursing  Management  System  consists 
of  two  distinct  sets  of  nursing  activities.  The 
first  set  of  activities  is  concerned  with  services 
to  the  woman  who  enters  the  system  for  diag- 
nosis and,  if  necessary,  the  treatment  of  and 

Ms.  McMahon  is  a Nurse  Consultant  for  the  Delaware  Breast 
Cancer  Network. 


*Developed  by  Sheila  A.  McMahon,  R.N.,  M.S.;  Madelynn 
Oglesby,  R.N.,  Ph.D.;  Beatrice  Reister,  R.N.,  M.S. 


rehabilitation  from  cancer  of  the  breast.  These 
services  are  provided  by  nurses  employed  by 
individuals  and  agencies  already  providing 
some  or  all  of  these  services:  private  physi- 
cians, hospitals,  and  community  health  agen- 
cies. The  Management  System,  in  this  case, 
defines  the  nursing  practice  which  should  exist 
if  patients  with  breast  cancer  are  to  receive 
optimal  care.  The  Breast  Cancer  Network  can 
only  define  activities  which  should  be  per- 
formed by  an  agency;  the  services  provided  by 
the  nurses  in  that  agency  may  vary  a great 
deal  from  those  defined  by  the  Nursing  Man- 
agement System. 

The  second  set  of  nursing  activities  included 
in  the  Nursing  Management  System  identifies 
the  activities  of  the  Nurse  Coordinators  em- 
ployed by  the  Breast  Cancer  Network.  The 
major  activitiy  of  these  nurses  is  to  act  as  a 
conduit  between  the  Network  and  nurses  and 
other  professionals  in  the  member  agencies. 

While  the  general  response  from  nurses  has 
been  that  the  Nursing  Management  System 
reflects  actual  practice,  some  areas  of  need 
have  been  identified  in  order  to  implement 
the  system  more  effectively.  It  is  the  goal 
of  the  Breast  Cancer  Network  to  assist  in  this 
process. 

Copies  of  the  “Nursing  Management  Sy- 
stem” may  be  obtained  through  the  Breast 
Cancer  Network. 


This  page  is  sponsored  by  the  Cancer  Coordination  Office  funded  through  an  NCI  Planning  Grant. 
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RESOLUTIONS  FOR  HOUSE  OF  DELEGATES 


The  following  by-laws  revisions  considered  at  the  1974  House  of  Delegates  will  have  a second 
consideration  at  this  year’s  House  of  Delegates  meeting  scheduled  for  September  26,  1975  at  the 
Delaware  Academy  of  Medicine,  Wilmington. 


Resolution  No.  1 

Whereas,  the  number  of  problems  that  must  be 
considered  by  the  House  of  Delegates  of  the  Medi- 
cal Society  of  Delaware  is  increasing  each  year;  and 

Whereas,  many  such  problems  cannot  await  post- 
ponement of  decisive  action  for  several  months;  now 
therefore  be  it 

Resolved,  that  the  House  of  Delegates  meet  twice 
yearly,  once  in  October  and  once  in  April;  and  be  it 
further 

Resolved,  that  the  Delegates  chosen  for  the  October 
meeting  also  serve  in  the  following  April  meeting. 

I.  J.  Tikellis,  M.D. 

Resolution  No.  12 

Resolved,  by  the  House  of  Delegates  of  the  Medical 
Society  of  Delaware  that  Article  VII,  Section  7, 
Benevolence  Fund  be  amended  to  read  as  follows  (de- 
leted words  in  capitals,  added  words  italicized) : 

"Each  year  out  of  the  funds  of  this  Society  a 
SUM  NOT  TO  EXCEED  ONE  DOLLAR  FOR  EACH 
MEMBER  MAY  to  be  determined  by  the  Budget 
Committee  and  approved  by  the  House  of  Dele- 
gates shall  be  set  aside  by  the  House  of  Delegates 
as  a special  fund  to  be  known  as  the  Medical  Ben- 
evolence Fund.  This  fund  shall  be  kept  separate 
from  other  monies  and  may  be  invested  by  the 
Treasurer  under  the  direction  of  the  Board  of 
Trustees.  It  shall  be  used,  under  the  direction  of 
the  Board  of  Trustees,  only  for  the  relief  of 
pecuniary  distress  of  sick  or  aged  members  of  this 
Society,  or  of  the  parents,  widows,  widowers,  or 
children  of  deceased  member.” 

Board  of  Trustees 

Resolution  No.  13 

Whereas,  the  House  of  Delegates  of  the  184th  An- 
nual Meeting  of  the  Medical  Society  of  Delaware 
directed  that  the  Medical  Economics  Committee  be 
made  a standing  committee  of  the  Society;  now  there- 
fore be  it. 


Resolved,  that  the  following  amendment  to  the 
By-Laws  be  adopted  to  effect  this  change: 

ARTICLE  XII,  STANDING  COMMITTEES 

1.  Add  to  Section  1,  Named 

(8)  Medical  Economics  Committee 

2.  Add  a new  Section  13,  Medical  Economics 

"The  Medical  Economics  Committee  consists  of 
not  less  than  nine  members.  The  Chairman  shall  be 
appointed  from  one  of  the  counties  and  the  Vice- 
Chairman  from  one  of  the  remaining  two  counties. 
The  Executive  Director  of  the  Medical  Society  of 
Delaware  and  the  Executive  Director  of  the  New 
Castle  County  Medical  Society  shall  be  members  ex 
officio  of  the  Committee.  The  Committee  shall  con- 
cern itself  with  matters  affecting  the  economic  status 
of  physicians  that  are  not  otherwise  assigned  to  other 
standing  or  special  committees.  It  shall  investigate 
and  recommend  such  steps  as  it  may  deem  necessary 
to  improve  the  economic  relations  between  the  medi- 
cal profession  and  the  general  public,  groups  or  or- 
ganizations of  the  public,  insurance  companies,  and 
governmental  agencies  or  organizations.  It  shall  con- 
cern itself  with  health  insurance  programs  and  medi- 
cal service  plans.  It  shall  initiate  or  make  recom- 
mendations on  group  insurance  programs  and  services 
for  the  benefit  of  the  membership.” 

Committee  to  Implement  Restructuring 

the  Society 

Resolution  No.  18 

The  Board  of  Directors  of  the  New  Castle  County 
Medical  Society  submits  for  the  consideration  of  the 
House  of  Delegates  of  the  Medical  Society  of  Dela- 
ware the  following  amendment  to  the  By-Laws: 

To  amend  Article  III,  Section  5 by  striking  out 
the  last  sentence  of  said  section  and  substituting 
it  with  the  following:  "Affiliate  members  shall 
not  be  entitled  to  vote  or  hold  oflSce.” 

New  Castle  County  Medical  Society 
Board  of  Directors 

Editor’s  Note:  The  sentence  to  be  deleted  reads 
“They  (affiliate  members)  will  have  rights,  privi- 
leges, and  responsibilities  of  active  members,  except 
holding  office.” 
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A NEW  CONCEPT  FOR  THE  TREATMENT 
OF  HYPERPATHIA  AFTER  NERVE  TRAUMA 


Joseph  A.  Arminio,  M.D. 


The  superficial  radial  nerve  is  very  suscep- 
tible to  developing  severe  pain  of  hyperpathic 
proportions  after  injury.  This  nerve  should 
be  respected.  If  it  is  injured  and  hyperpathic 
pain  results,  the  usual  treatment  has  been  one 
of  the  following  procedures:  nerve  anasto- 
mosis, neurolysis,  neuroma  excision  and  anas- 
tomosis, transfer  of  the  nerve,  or,  as  a last  hope 
procedure,  section  of  the  nerve  with  burial  of 
its  proximal  portion  within  bone.^  However, 
even  this  extreme  treatment  has  not  always 
been  successful  in  controlling  the  patient’s 
pain. 

This  frustrating  problem  can  now  often  be 
controlled  without  excising  the  nerve,  without 
sectioning  the  nerve,  and  without  burying  the 
nerve.  The  new  method  of  control  includes 
preservation  of  the  nerve,  neurolysis,  and  pro- 
tection of  the  site  of  neurolysis  or  nerve  anas- 
tomosis from  the  scarred  bed  by  a silastic 
sheeting. 

Many  pain  syndromes  follow  injury  to 
nerves  in  the  extremities.  When  the  syndrome 
of  hyperpathia  occurs,  it  should  be  specifically 

Arminio  is  a Senior  Surgeon  and  Director  of  the  Hand 
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identified  from  the  other  pain  syndromes  so 
that  treatment  can  be  appropriate.  The  ra- 
tionale for  the  new  treatment  procedure  is 
supported  by  a review  of  neurophysiology. 

Post  Trauma  Pain 

Pain  is  a change  in  status  of  comfort  and 
an  unpleasant  feeling.  Post  trauma  pain  re- 
sults from  peri-  or  intraneuronal  scarring  and 
may  present  itself  in  many  forms.  Faulty  re- 
generation of  nerves  with  scarring  may  give 
rise  to  pain  in  certain  individuals  but  causes 
no  pain  in  others  with  similar  injuries  and 
similar  findings. 

Pain  may  be  arbitrarily  divided  into  two 
components:  the  initial  sensation  and  the  re- 
action to  that  sensation.  There  are  peripheral 
effects  and  central  effects.  Peripherally,  there 
are  end  organs,  which  receive  stimuli,  nerve 
pathways,  posterior  roots,  spinothalamic 
tracks,  and  the  cortex.  Gasser  and  his  col- 
laborators have  presented  evidence  correlating 
physiological  with  anatomical  properties  of 
nerve  fibers,  which  have  been  classified  as  A, 
B,  and  C fibers.^ 

The  A fibers  are  subgrouped  into  alpha, 
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beta,  gamma,  delta,  and  epsilon  fibers  in 
diminishing  size  of  the  nerve  and  conduction 
rates.  The  A and  the  B fibers  are  myelinated, 
and  the  C fibers  are  not.  B fibers  innervate  the 
visceral  structures.  The  delta  fibers  of  the 
A group  innervate  the  skin  and  the  underly- 
ing structures.  The  C fibers  are  slow  conduct- 
ing fibers  and  appear  to  transmit  disagreeable 
forms  of  sensation  as  shown  by  Bigelow,  Har- 
rison, Goodell,  and  Wolff.® 

Burning  pain  which  is  evident  in  certain 
injuries  of  nerves  cannot  be  fully  explained. 
In  discussing  this  problem,  Symonds  states 
that  whenever  there  is  a degree  of  interruption 
in  lesions  involving  the  sensory  pathway  from 
skin  to  the  thalamus  an  elevation  of  sensory 
threshold  is  likely.*  In  a situation  where  sen- 
sations are  reported  as  painful,  there  may  be 
a development  of  a peculiar,  unpleasant,  ex- 
plosive over-response.  It  appears  that  in  pe- 
ripheral neuropathy,  where  the  threshold  for 
burning  pain  is  depressed,  ordinary  innocuous 
stimuli  are  perceived  as  painful  and  the  thres- 
hold for  pricking  pain  in  the  larger  myelinated 
fibers  is  elevated.  Landau  and  Bishop  have 
demonstrated  that  with  incomplete  nerve 
lesions  and  faulty  regeneration,  whenever 
rapid  conduction  over  the  delta  fibers  of  the 
A group  is  suppressed  and  the  slowly  conduct- 
ing C fibers  remain  intact,  the  sensory  thres- 
hold is  elevated;  whatever  stimulus  is  received 
is  hkely  to  give  rise  to  a peculiar,  disagreeable 
burning  sensation.®  They  also  found  that  the 
delta  fibers  and  the  C fibers  also  exist  in  sub- 
cutaneous tissues,  periosteum,  muscle,  and 
fascia.  When  the  delta  group  is  blocked,  it  is 
found  that  C fiber  pain  is  of  a slower  onset,  is 
more  severe,  is  of  more  penetrating  character, 
and  seems  to  have  a longer  after-effect.  Head 
and  Sherren®  first  described  and  Foerster'^ 
later  confirmed  that  the  division  of  a cutane- 
ous sensory  nerve  lowers  the  threshold  of  pain 
in  the  underlying  deep  tissues,  indicating  that 
the  superficial  system  exerts  a moderating  in- 
fluence on  the  threshold  and  intensity  of  deep 
pain.  Zotterman  was  one  of  the  first  to  hy- 
pothesize a peripheral  inhibiting  mechanism 
on  pain  within  a single  fiber.®  Landau  and 
Bishop  have  extended  this  concept,  as  stated, 


to  the  features  of  hyperpathia  seen  in  lesions 
of  peripheral  nerves.® 

Foerster  termed  the  sensation  of  burning 
pain  hyperpathia  when  it  has  the  following 
characteristics:  a high  threshold  and  a long 
latent  period  between  stimulus  and  response 
followed  by  an  explosive  appearance  of  a pe- 
culiar, unpleasant  pain  stimulus  which  is  local- 
ized poorly,  radiates  to  a wide  area,  outlasts 
the  stimulus,  c.auses  vigorous,  protective  move- 
ments with  vasomotor  and  vegetative  reac- 
tions, and  is  associated  with  a reduction  in 
two-point  discrimination.'^ 

The  question  whether  myelinization  of  the 
fibers  acts  as  an  insulating  factor  to  reduce 
pain  and  its  disagreeable  effect  has  not  been 
conclusively  answered.  Noordenbos  has  demon- 
strated that  there  is  a very  disagreeable  alter- 
ation of  sensation  whenever  there  is  a relative 
predominance  of  unmyelinated  slowly  conduct- 
ing pain  fibers  in  a traumatized  peripheral 
nerve,®  Weddell,  Sinclair,  and  Feindel  showed 
the  importance  of  incomplete  regeneration  of 
the  cutaneous  network  of  pain  fibers  at  this 
stage  when  the  skin  is  hypersensitive.*®  Sweet 
states,  “Pain  produced  by  the  excitation  of  a 
single  pain  terminal  and/or  fiber  is  interpreted 
as  being  of  a characteristically  unpleasant 
quality,  whereas  stimulation  of  several  over- 
lapping terminals  derived  from  different  fibers, 
as  a normal  skin,  gives  rise  to  the  familiar  pain 
of  everyday  experience.”**  As  Clark  has  sum- 
marized, the  sensory  fibers  in  the  terminal  net- 
work of  normal  skin  “overlap  and  interweave 
into  a most  complex  manner  so  that  ordi- 
narily a painful  stimulus  affects  a number  of 
adjacent  terminals  simultaneously.  If  a single 
pain  fiber  is  stimulated,  however,  it  gives  rise 
to  a painful  sensation  of  a particularly  dis- 
agreeable and  intolerable  character.”*®  He  also 
adds,  “There  may  also  be  a temporal  factor 
involved,  for  it  is  well  known  that  if  impulses 
from  the  same  sensory  spot  arrive  at  the  cen- 
tral nervous  system  at  different  times,  the  ac- 
tivity induced  by  the  first  imptdse  modifies 
and  may  itself  be  modified  by  the  effects  of 
the  oncoming  volleys.” 

The  gate  control  theory  presented  by  Mal- 
zack  and  Wall*®  states  that  large-diameter 
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fibers  trigger  descending  central  control  im- 
pulses and  excite  spinal  neurons  that  trans- 
mit impulses  to  higher  centers.  This  arrange- 
ment is  interrupted  when  small-diameter  fibers 
excite  interconnecting  neurons  which  inhibit 
the  spinal  neurons,  blocking  impulses  to  higher 
centers.  At  present  there  is  a suggestion  that 
if  the  large  fibers  of  the  superficial  radial 
nerve  are  intact,  transneural  stimulation  seems 
to  be  augmented.  The  radial  nerve  should 
thus  never  be  severed  in  patients  with  hyper- 
pathia. 

To  these  pathological  and  anatomical  fac- 
tors, one  has  to  add  the  psychological  fact  of 
pain.  This  has  to  be  considered,  understood, 
and  modified  in  the  treatment  of  the  pain 
syndrome.  Gain  from  compensation,  a loved 
one,  or  motivation,  do  alter  one’s  sensation 
and  feeling  for  pain. 

Classification  of  Fain 

The  classification  of  pain  includes  six  sub- 
divisions: 1)  simple  post  trauma  pain,  2) 
neurodynia,  3)  hyperpathia,  4)  causalgia,  5) 
sympathetic  dystrophy,  and  6)  phantom  limb. 

Post  trauma  pain  is  usually  a short-lived 
discomfort  following  the  repair  of  a lesion  of 
a nerve.  The  discomfort  is  localized  as  well  as 
short-lived.  There  may  be  some  effect  on  the 
pain  with  changes  in  temperature  and  damp- 
ness. Vasomotor  changes  are  minimal.  Sensi- 
tivity is  not  marked,  and  dysesthesia  is  mild. 
The  Tinel  sign  is  mild  and  short-lived.  With 
simple  explanations,  the  patient  understands 
the  vague  and  unpleasant  elements  that  are 
presented  and  adjusts  quickly.  Return  to  a 
normal  state  is  achieved  regardless  of  the  nerve 
repair’s  final  end  result. 

Neurodynia  is  a more  distressing  type  of 
discomfort  which  radiates  from  the  site  of  the 
nerve  injury  along  the  involved  nerve.^^  There 
is  an  electric  shock -like  type  of  tingling.  Some 
degree  of  burning  and  unpleasantness  is  pres- 
ent, but  it  is  well  localized.  Tapping  of  the 
site  causes  a resumption  of  tingling  and  of  dis- 
comfort, which  are  focused  at  the  periphery 
and  have  some  lasting  quality.  These  progress 
as  regeneration  progresses.  This  is  the  pro- 
gressive Tinel  sign,  but  it  is  more  marked  than 


one  would  expect  with  a positive  Tinel  sign. 
The  symptoms  may  last  for  weeks,  but  then 
usually  subside.  Neurodynia  may  be  present 
over  an  amputation  stump  or  over  a scar. 
Vasomotor  changes  may  be  present  but  are 
mild.  There  are  no  personality  reactions  or 
withdrawal  responses  with  this  phenomenon. 

Hyperpathia,  as  described  by  Foerster,  is  a 
further  progression  of  these  effects,  as  men- 
tioned earlier.^ 

Causalgia  is  the  typical  marked  classical 
syndrome  described  by  Mitchell,  Morehouse, 
and  Keen  in  1864,  having  more  severe  burning 
hyperpathia  and  lightning  pain.^“  The  skin 
soon  becomes  shiny,  glossy,  and  smooth  with 
dystrophic  changes.  Dysesthesias  are  very 
severe,  and  it  is  difficult  to  examine  the  part 
or  the  whole.  In  hyperpathia  and  neurodynia, 
heat  is  beneficial  in  easing  the  pain;  but  in 
causalgia,  the  pain  is  usually  made  worse  by 
heat  and,  instead,  cooling  is  an  aid. 

In  sympathetic  dystrophy,  vasospasm,  cya- 
nosis, and  excessive  sweating  occur;  and 
atrophic  changes  follow  in  the  painful  ex- 
tremity. The  hand-shoulder  syndrome  is  classi- 
fied with  the  reflex  dystrophies. 

With  the  phantom  limb,  there  is  an  unpleas- 
ant sensation  in  the  stump  area.  This  is 
usually  short-lived  as  the  end  gradually 
toughens,  at  which  time  consciousness  of  the 
amputated  part  is  apt  to  become  less.  How- 
ever, after  amputation,  the  sensation  of  phan- 
tom limb  may  persist  in  some  individuals  who 
have  severe  pain  in  the  part  with  red-hot-poker 
sensations.  A burning  sensation  may  be  pres- 
ent, or  the  amputated  parts  may  be  distorted 
in  the  sensorium  of  the  individual.  This  patho- 
logical state  may  be  very  severe. 

Post  trauma  pain  is  short-lived  and  self- 
limiting.  The  dysesthesias  in  neurodynia  may 
require  early  exploration  of  the  wound,  re- 
moval or  burying  of  neuromas,  removal  of  scar 
about  an  end  bulb,  removal  of  nerve  scar  from 
a spicule  of  bone,  relief  of  constriction  between 
muscle  bellies  and  ligaments,  and  neurolysis 
and  transposition  of  nerves.  The  surgery 
should  be  followed  by  intensive  physiotherapy 
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and  reassurance,  as  well  as  movement  of  the 
part  and  joints  involved. 

In  hyperpathia,  a similar  set  of  procedures 
is  carried  out  as  with  neurodynia  patients,  but 
there  is  the  additional  question  of  a C fiber 
release  between  superficial  and  deep  thresh- 
olds to  pain.  It  appears  that  rescarring  plays 
some  factor.  I have  successfully  utilized  the 
method  of  placement  of  a generous-sized  piece 
of  silastic  membrane  between  the  underlying 
scarred  structures  and  the  overlying  sensory 
nerves  in  patients  with  hyperpathia.  This  will 
be  described  further  in  a case  presentation  to 
conclude  this  paper. 

In  causalgia,  as  has  been  shown  by  Shumac- 
keri6-i8  and  Mayfield^®’-®  the  use  of  sympa- 
thetic blocks  often  results  in  a good  response 
followed  by  sympathectomies  which  are  most 
beneficial.  Ruling  out  psychiatric  problems  is 
a must.  Rehabilitation  efforts,  including  ac- 
tive movement  of  the  part,  promote  a good 
end  result. 

With  phantom  limb,  the  treatment  consists 
of  reassurance,  understanding,  removal  of  any 
psychological  barriers,  and  prompt  correction 
of  any  coexisting  pathological  states.  Many 
of  the  etiological  factors  underlying  the  phan- 
tom limb  are  still  unknown. 

There  is  some  overlapping  of  the  symptoms 
in  these  six  disorders,  and  occasionally  mul- 
tiple therapeutic  modalities  have  to  be  tried. 
The  diagnosis  should  be  established  and  treat- 
ment started  early,  before  there  is  central 
fixation.  Keep  the  part  moving  and  encourage 
the  patient.  If  psychological  or  psychiatric 
help  is  indicated,  this  should  be  provided.  If 
any  financial  gain  is  involved  because  of  an 
injury,  this  should  be  resolved  by  an  early 
legal  settlement.  Priority  should  be  given  to 
careful  surgery  at  the  time  of  the  initial  oper- 
ation; sensory  nerves  should  be  protected  and 
avoided.  Much  respect  should  be  paid  to  the 
ileoinguinal,  intercostal,  and  superficial  radial 
nerves.  The  placement  of  incisions  and  the 
handling  of  nerves  are  important.  Vascular 
interference  must  be  avoided,  fine  suture  ma- 
terial used,  and  a good  anatomical  repair 
<^hieved  through  the  use  of  magnification. 


Two  illustrative  cases  follow:  the  first  a less 
than  satisfactory  result,  the  second,  somewhat 
better. 

Case  I 

A thirty-six-year-old  white  steel  worker  sus- 
tained a grinder  injury  on  the  dorsal  radial 
aspect  of  his  right  distal  wrist  in  May,  1972. 
The  extensors  and  the  abductors  of  the  thumb, 
as  well  as  one  branch  of  the  superficial  radial 
nerve,  were  lacerated.  The  dirty  wound  was 
debrided,  the  tendons  were  partially  repaired, 
and  the  nerve  was  marked  for  future  refer- 
ence. Some  thumb  motion  returned  for  ex- 
tension, but  the  nerve  loss  caused  some  hypes- 
thesia  of  the  first  dorsal  web  space  and  the 
dorsum  of  the  thumb.  An  aching  sensation 
was  present  in  this  area  with  some  dysesthesia 
on  tapping  the  interrupted  nerve  branch.  Dys- 
esthesia symptoms  increased  in  severity,  and 
a hyperpathic  state  became  established. 

At  surgery,  four  months  later,  the  nerve  was 
identified;  and  its  branches  underwent  neur- 
olysis. The  interrupted  branch  was  anasto- 
mosed with  a bridge  graft.  The  proximal  neu- 
roma was  excised,  and  the  suture  line  was  pro- 
tected by  a localized  silastic  sheeting  placed 
between  the  underlying  scarred  short  extensor 
and  the  nerve  anastomosis. 

One  month  after  the  surgery,  the  hyper- 
pathia was  most  pronounced.  The  thumb,  the 
index  finger,  and  the  middle  finger  became 
clammy  with  some  cyanosis.  Cold  tempera- 
tures brought  on  severe  dysesthesia.  Stela- 
zine  {Smith,  Kline  & French)  by  mouth  and 
stellate  ganglion  blocks  were  of  no  effect.  Lo- 
cal xylocaine  nerve  blocks  proximally  in  the 
radial  nerve  helped  temporarily,  as  did  block- 
ing the  palmar  branch  of  the  median  nerve. 
This  was  readily  effective  on  repeated  injec- 
tions. 

Three  months  later,  the  radial  nerve  was 
sectioned  high  in  the  forearm  just  below  its 
separation  from  the  dorsal  interosseous  branch, 
and  the  proximal  end  was  buried  into  the  shaft 
of  the  radius.  The  procedure  failed.  The 
scarred  area  over  the  snuff  box  remained  sensi- 
tive to  tapping  and  touching  even  though  the 
area  was  analgesic  at  times.  The  effect  of  cold 
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CASe  II,  FIGURE  1 

Incision  for  release  of  deQuervain’s  disease  with 
resultant  problem  of  hyperpathia. 


continued,  and  the  burning  continued.  The 
distribution  was  similar  to  the  site  prior  to 
surgery.  Encouragement  and  physiotherapy 
assisted  but  did  not  remove  the  discomfort 
and  pain.  A trigger  area  was  isolated  by  the 
patient  in  a branch  of  the  lateral  antebrachial 
cutaneous  nerve  just  below  the  elbow.  Under 
Nilovar  anesthesia,  the  neuroma  was  excised 
with  an  apparent  excellent  result  during  the 
procedure  and  for  the  next  forty-eight  hours. 
The  hyperpathic  state  then  returned  one  week 
later  and  has  continued  to  date,  one  year  later. 

Case  II 

A forty-year-old  white  female  was  operated 
upon  for  deQuervain’s  disease  (chronic  teno- 
synovitis of  the  extensor  tendons  crossing  be- 
neath the  dorsal  retinaculum  at  the  snuff  box 
area)  of  the  right  forearm  in  October  of  1973. 
She  developed  classical  symptoms  of  hyper- 
pathia with  some  vasomotor  change.  She  was 
a well-motivated  patient,  and  was  willing  to 
use  the  part  in  spite  of  the  severe  discomfort, 
the  burning  pain,  and  the  dysesthesia.  Five 
months  following  the  initial  surgery,  the  diag- 
nosis of  hyperpathia  was  made. 

Stellate  ganglion  blocks  did  not  assist  her, 
but  local  blocking  of  the  radial  nerve  was 
temporarily  effective.  A neurolysis  of  the 
superficial  radial  nerve  at  the  wrist  was  per- 
formed. There  was  marked  scarring  of  the 
underlying  transverse  fascia  overlying  the  ex- 
tensor and  the  abductor  tendons  of  the  thumb 


CASE  II,  FIGURE  2 

Dense  subcutaneous  scar  band  amongst  superficial 
neurovascular  and  tendinous  structures  at  this  site. 


from  the  extensive  tenosynovitis.  The  area 
was  protected  by  a silastic  sheet,  and  all  of 
the  scar  tissue  was  excised.  The  nerve  was 
placed  in  a soft  bed  of  overlying  fat  of  the 
skin  and  subcutaneous  tissue.  There  was  a 
gradual  subsidence  of  the  discomfort  over  a 
five-week  period. 

When  the  patient  returned  to  work  as  a 
hairdresser  one  month  later,  the  region  about 
the  base  of  the  thumb  became  hyperpathic 
with  radiation  of  burning  pain  distally  onto 
the  dorsum  of  the  thumb.  Use  was  curtailed, 
and  local  blocks  were  of  assistance,  but  the 
pain  was  not  reversed. 

Re-exploration  revealed  the  unexpected. 
The  tenosynovitic  reaction  and  the  resulting 
scar  had  extended  beyond  the  silastic  sheet- 
ing previously  inserted.  A further  neurolysis 
of  the  radial  nerve  was  done,  and  a second 
silastic  sheet  was  inserted.  The  immediate 
result  was  satisfactory  with  gradual  return  to 
work  and  minimal  dysesthesias  over  the  nerve 
distribution. 

Case  II  documents  the  need  for  a complete 
neurolysis  and  wide  sheet  protection.  This 
suggested  method  of  treatment  has  been  suc- 
cessful with  three  other  patients.  No  recur- 
rence of  pain  has  occurred  in  these  three  pa- 
tients in  whom  three,  four,  and  five  years  have 
elapsed  following  their  surgery.  These  in- 
dividuals— a worker  on  a car  assembly  hne, 
a general  laborer,  and  a draftsman — aU  have 
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CASE  II,  FIGURE  3 

Cleaned  out  subcutaneous  area  isolating  the 
branches  of  the  superficial  radial  nerve  and  vas- 
cular structures. 

full  return  of  use  of  the  injured  part.  Two 
recent  cases  are  now  showing  evidence  of  im- 
provement.  One  involved  an  ileoinguinal  nerve 
post  herniorrhaphy  and  the  other  an  entrapped 
ulnar  nerve  at  the  olecranon  canal  which  had 
been  previously  neurolysed  on  two  occasions 
and  transferred  without  any  apparent  im- 
provement, This  syndrome  is  not  common. 
During  the  past  twenty-two  years- 1 have  cared 
for  129  cases  of  peripheral  nerve  injuries,  and 
five  cases  have  had  hyperpathia. 

Summary 

Physiological  and  pathological  data  on  pain 
with  a classification  of  pain  syndromes  and 
their  treatment  have  been  presented.  From  the 


CASE  II,  FIGURE  5 

Cleaned  out  superficial  structures  to  the  base  of 
the  thumb  prior  to  insertion  of  silastic  sheeting. 


CASE  II,  FIGURE  4 

Pre-operative  finding  of  dysesthesia  in  hyperpathia 
in  superficial  radial  nerve  branches  to  the  thumb 
indicated  by  marking  pencil. 

preceding  discussion,  it  is  seen  that  nerve  dam- 
age may  give  rise  to  stages  or  states  of  pain 
which  should  be  understood,  separated,  and 
treated  individually  as  soon  as  the  diagnosis 
can  be  made.  Timing  of  the  treatment  is  im- 
portant. Treatment  should  be  instituted  be- 
fore the  pain  in  the  part  affected  becomes 
fixed  in  the  cerebrum.  Regardless  of  what  is 
done  peripherally,  the  cerebrum  seems  to  re- 
member the  painful  state.  Moveable  parts 
become  frozen  and  immobile,  and  this  situa- 
tion is  often  irreversible. 

Hyperpathia  resulting  from  injury  to  the 
superficial  radial  nerve  at  the  wrist  is  now 
best  treated  by  the  newer  concept  of  not  inter- 
rupting this  nerve  but  maintaining  its  con- 


CASE  II,  FIGURE  6 

Silastic  sheeting  inserted  over  deep  structures  and 
beneath  superficial  radial  nerves. 
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tinuity  and  protecting  it  from  its  scarred  bed 
with  a silastic  sheeting.  Maintenance  of  this 
repaired,  protected  superficial  nerve  preserves 
its  suppressive  effect  on  the  deeper,  smaller 
nerves  and  thus  controls  hyperpathic  pain. 
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THE  MIGRANT  HEALTH  CLINIC  IN  DOVER 


The  heatlth  problems  of  the  migrant  farm 
worker  relate  in  part  to  his  poverty  level  of  in- 
come, the  long  hours  of  work,  and  the  various 
obstacles  in  obtaining  medical  attention.  Al- 
though the  very  nature  of  migration  makes 
it  difficult  to  obtain  accurate  data  on  migra- 
tory farm  laborers,  it  is  estimated  that  in  1973 
there  were  4,420  migrant  workers  in  Dela- 
ware.^ Estimates  for  1974  are  approximately 
the  same.  About  35-40%  are  Black  migrant 
laborers  who  come  from  Florida  whUe  the  re- 
mainder are  Spanish-speaking  people  from 
Texas,  Mexico,  or  Puerto  Rico. 

The  length  of  stay  in  Delaware  for  migrants 
varies  considerably.  As  the  harvest  season 

Dr.  Mahler,  the  physician  for  the  Migrant  Health  Clinic  in 
1974,  was  formerly  an  Emergency  Physician  at  Kent  General 
Hospital,  Dover,  and  presently  is  a resident  in  Internal  Medicine 
at  Dartmouth  Medical  School. 


Mr.  Smith  is  Family  Health  Worker,  East  Coast  Migrant  Health 
Project. 


Donald  A.  Mahler,  M.D. 

Jerome  R.  Smith,  B.A. 

usually  begins  in  April,  several  hundred 
workers  arrive  to  harvest  and  can  the  aspar- 
agus crop.  This  crop  is  followed  by  peas, 
beans,  tomatoes,  peppers,  cucumbers,  potatoes, 
apples,  and  several  minor  crops,  all  of  which 
involve  migratory  labor.  Some  migrants  work 
in  the  actual  harvesting  of  these  crops  while 
others  are  involved  in  the  subsequent  proces- 
sing. A group  of  migrant  workers  may  par- 
ticipate in  harvesting  only  one  crop,  for  ex- 
ample, either  asparagus  or  potatoes,  while 
other  migrants  may  arrive  in  April  and  not 
leave  until  the  apple  harvest  is  finished  in 
late  November. 

Most  migrants  in  Delaware  live  in  camps, 
which  range  in  size  from  15  to  900  occupants. 
Housing  varies  from  individual  rooms  in  build- 
ings constructed  of  cinder  block  to  trailer 
homes  suitable  for  family  occupancy.  The 
majority  of  migrants  live  in  crowded  dormi- 
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tory-style  buildings.  Toilet  and  cooking  fa- 
cilities are  often  communal,  although  individ- 
uals do  cook  in  their  own  rooms.  Bath  and 
laundry  rooms  are  frequently  inadequate  and 
may  become  breeding  places  for  communicable 
diseases. 

Estimates  of  the  average  yearly  earnings 
for  a migrant  farm  worker,  based  on  a six- 
day  work  week,  twelve  hours  per  day,  are 
between  $1,500-  and  $3,700.^  Migrants  work- 
ing in  Delaware  during  the  1974  harvest  sea- 
son told  the  authors  that  a worker  may  earn 
as  little  as  $25-30  during  a week  of  inclement 
weather  or  as  much  as  $150-$200  per  week 
during  good  weather.  Migrant  children  often 
work  to  supplement  family  income.  Children 
twelve  years  old  or  younger  generally  do  not 
receive  any  direct  pay  for  their  work,  rather, 
their  parents  are  paid  the  additional  income. 

The  generalized  poor  health  of  the  migrant 
farm  worker  has  been  well  documented,  but 
not  well  publicized.  Major  health  problems 
among  migrant  workers  include  malnutrition, 
dermatological  disorders,  respiratory  disease, 
and  dental  caries.  According  to  the  United 
States  Public  Health  Service,  the  average  mi- 
grant lives  to  age  49.^  Infant  and  maternal 
mortality  rates  for  migrants  are  125%  higher 
than  for  the  average  American.®  An  evalua- 
tion of  preschool  Mexican-American  migrant 
farm  children  in  Colorado  demonstrated  that 
55%  had  vitamin  A deficiency.®  These  children 
with  low  vitamin  A levels  were  found  on  physi- 
cal examination  to  have  more  frequent  skin 
and  upper  respiratory  infections.  Substandard 
sanitation  contributes  to  a higher  incidence  of 
disease.  Further  health  problems  have  resulted 
from  exposure  to  pesticides,  especially  the  po- 
tent organophosphates  which  have  replaced 
DDT.  Because  of  low  wages,  a balanced  nu- 
tritional food  intake  is  nearly  impossible. 

Migrant  Health  Clinic 

Prior  to  the  development  of  the  Migrant 
Health  Clinic  in  1974,  the  migrant  worker  in 
Delaware  had  three  choices  in  seeking  medical 
care: 

1.  Public  health  clinics 

These  operate  on  a daytime  basis  only 


with  orientation  towards  disease  preven- 
tion. 

2.  Offices  of  private  physicians 

Some  migrant  laborers  were  seen  by  local 
physicians  in  the  past  and  also  received 
treatment  in  1974;  however,  appoint- 
ments are  required  for  office  visits  and 
evening  hours  are  limited.  In  addition, 
the  migrants  often  cannot  afford  the  fee. 

3.  Hospital  emergency  rooms 

Because  of  the  availability  of  immediate 
medical  attention  at  any  hour,  the  mi- 
grant worker  has  frequently  utilized  the 
community  hospital  emergency  room  al- 
though he  usually  is  unable  to  pay  for 
treatment. 

Because  of  the  difficulties  of  transportation, 
inadequate  income,  the  problem  of  leaving 
work  during  the  daytime,  and  the  potential 
language  barrier  for  the  Spanish-speaking 
people,  the  migrant  farm  worker  has  generally 
remained  outside  of  the  established  medical 
system. 

To  provide  primary  medical  care,  the  Rural 
Ministries  Coalition  of  the  Delmarva  Ecumeni- 
cal Agency  (DEA)  initiated  action  to  establish 
a Migrant  Health  Clinic  as  part  of  the  federally 
funded  Del-Mar  Migrant  Health  Project. 
When  a physician  was  recruited,  the  Division 
of  Public  Health  in  Dover  and  DEA  set  up 
an  evening  clinic  for  migrant  workers  and  their 
families.  The  clinic  operated  from  six  to  ten 
o’clock  on  Wednesday  evenings  from  June 
through  September,  1974,  at  the  Jesse  S. 
Cooper  Memorial  Budding  in  Dover,  Dela- 
ware, using  the  existing  public  health  facili- 
ties. 

The  staff  included  a physician,  a physician’s 
assistant  present  on  alternate  weeks,  a radi- 
ology technician  present  on  alternate  weeks, 
a pharmacist’s  assistant,  public  health  nurses 
and  public  health  clerks  who  rotated  cover- 
age and  available  personnel  from  DEA.  As 
the  patient  load  increased,  an  additional  phy- 
sician, Dr.  Daniel  McCready,  recruited 
through  the  family  practice  residency  pro- 
gram, Wilmington  Medical  Center,  assisted  at 
the  clinic  for  five  weeks. 
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The  objectives  of  the  Migrant  Health  Clinic 
included: 

L acute  diagnosis  and  treatment 

2.  referral  of  special  problems. 

Most  medical  problems  of  the  migrant 
worker  were  treated  during  the  initial  visit. 
However,  if  follow-up  care  was  indicated,  the 
patient  was  instructed  to  return.  When  neces- 
sary, a registered  nurse,  sponsored  by  the 
East  Coast  Migrant  Health  Project,  made 
camp  visits  for  interval  re-evaluation.  Labora- 
tory and  radiographic  tests  were  obtained  at 
Kent  General  Hospital,  located  three  blocks 
from  the  clinic.  Prescription  drugs  were  ac- 
quired at  a local  pharmacy. 

The  second  function  of  providing  referrals 
enabled  the  migrant  worker  and  his  family 
the  medical  attention  otherwise  not  easily 
obtainable  for  them.  Accordingly,  ophthal- 
mological  and  dental  problems  were  appropri- 
ately referred.  If  a medical  problem  required 
closer  supervision  than  the  clinic  could  pro- 
vide, an  appointment  was  arranged  for  the 
patient  with  a family  physician.  Clinic  ser- 
vices were  free  of  charge  to  all  migrant 
workers,  and  any  private  physicians’  fees  were 
paid  by  the  Delmarva  Ecumenical  Agency. 

TABLE  1 

Clinic  Patients  by  Age* 


Number  of 

Percentage  of 

Age  in  years 

Patients 

Total 

0-12 

55 

18% 

13-17 

33 

11% 

1 3 and  above 

220 

71% 

"B^sed  on  weekly  attendance  records,  Division  of  Public  Health, 
Dover,  Delaware. 


During  the  sixteen  clinics,  453  patient  visits 
were  made.  This  included  308  initial  visits 
with  145  return  visits.  Migrant  workers  living 
in  twenty-five  camps  were  treated.  The  num- 
ber of  patients  present  each  week  was  largely 
dependent  on  transportation  arranged  by  the 
DEA  health  representative.  As  seen  in  Table 
1,  18%  of  the  patients  were  under  thirteen 
years  of  age  while  11%  were  adolescents,  thir- 
teen to  seventeeen  years  old.  The  most  com- 
mon presenting  complaints  involved  obstetrics- 


gynecology,  musculoskeletal,  dermatological, 
cardio-respiratory,  and  ophthalmological  sys- 
tems. (Table  2) 

The  authors  were  impressed  by  the  number 
of  skin  infections  seen  in  the  migrant  popula- 
tion, especially  in  the  children.  These  included 
abscesses,  pustules  often  secondary  to  insect 
bites,  impetigo,  and  cellulitis. 

Also  of  special  interest  were  the  numerous 
problems  relating  to  the  eye.  Basically,  these 
concerned  requests  for  glasses  and  complaints 
of  eye  irritation  with  burning.  This  later  prob- 
lem was  influenced  by  both  the  dusty  working 
environment  and  the  potential  pesticide  ex- 
posure. 

CASE  REPORTS 

The  following  two  cases  illustrate  the  medi- 
cal needs  of  the  migrant  laborer  as  well  as  the 
problems  in  treatment. 

Case  1 

A 21 -year-old  Black  female  complained  of 
“asthma.”  She  stated  that  she  had  never  had 
a physical  examination.  Vital  signs  were 
normal  except  for  a blood  pressure  of  270/150 
mm  Hg  in  the  right  upper  extremity.  She 
admitted  to  early  morning  occipital  headaches 
unrelieved  by  aspirin  and  occasional  blurred 
vision.  Additional  questioning  revealed  that 
she  was  unaware  of  a family  history  of  hyper- 
tension. Her  father  died  of  a “stroke”  at  age 
45,  while  her  mother  died  at  age  50  of  “kidney 
disease.” 

Physical  examination  revealed  an  obese  fe- 
male in  no  distress.  A consistent  blood  pres- 
sure of  270/150  mm  Hg  was  documented  in 
both  arms  in  all  positions.  Fundoscopic  ex- 
amination showed  tortuous  vessels.  The  lungs 
were  clear  while  cardiac  examination  revealed 
a grade  II/ VI  holodiastolic  murmur  heard 
best  at  the  right  second  intercostal  space  at 
the  sternal  border. 

Laboratory  reports  included  an  EGG  which 
showed  left  ventricular  hypertrophy,  a chest 
x-ray  which  demonstrated  cardiomegaly,  and 
a CBC  with  a later  serum  iron  and  iron  bind- 
ing capacity  which  indicated  an  iron  deficiency 
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TABLE  2 


Medical  Problems  of  Patients  Seen  at  the 

Migrant  Health  Clinic* 

Number  of  Complaints 

Ophthalmological 

28 

Otological 

5 

Dental 

4 

Cardio- Respiratory 

Asthma 

7 

Chest  pains 

15 

Heart  disease 

5 

Hypertension 

15 

Gastrointestinal 

28 

Genito-Urinary 

Urinary  tract  infection 

5 

Venereal  disease 

1 1 

Musculoskeletal 

44 

Neurological 

Headaches 

5 

Seizure  disorder 

3 

Hematological  (Sickle  cell 

testing ) 

3 

Dermatological 

43 

Obstetrical -Gynecological 

Breast  examination 

2 

Pre-natal 

3 

Post-partum 

6 

Routine  gynecology 

17 

family  planning 

9 

Pregnancy  testing 

14 

Infectious  disease 

Upper  respiratory 

47 

Parasitic 

8 

(Each  patient  had  one  or  more  medical  problems.) 

"^Based  on  weekly  attendance  records,  Division  of  Public  Health, 
Dover,  Delaware. 


anemia.  Normal  results  were  obtained  for 
BUN,  creatinine,  electrolyte,  urinalysis,  and 
thyroid  function  tests. 

Diagnoses  of  essential  hypertension  and 
iron  deficiency  anemia  were  made.  Treatment 
with  antihypertensives  and  ferrous  gluconate 
provided  symptomatic  improvement.  After 
two  weeks  her  blood  pressure  was  230/130 
mm  Hg.  The  antihypertensive  medication 
was  increased,  but  the  patient  failed  to  return 
to  the  clinic. 

Discussion 

Essential  hypertension  is  common  in  the 
Black  population.  Because  of  this  patient’s 
presumed  strong  family  history  of  hyper- 
tension, the  importance  of  close  medical  super- 
vision was  emphasized  to  her.  Her  failure  to 


return  for  follow-up  demonstrates  a frequent 
and  unfortunate  problem  in  treating  the  mi- 
grant worker. 

Case  2 

A 54-year-old  Black  male  complained  of  a 
swollen  hand  of  four  years’  duration.  Initially, 
pustules  developed  intermittently  over  the 
fingers  of  his  right  hand.  He  stated  that  he 
had  had  three  operations  on  the  hand,  the  last 
one  about  one  year  ago.  Since  then,  he  had 
not  seen  a physician. 

Examination  revealed  generalized  edema  of 
the  entire  hand  and  wrist  with  a three  by  four 
centimeter,  fluctuant,  warm,  and  tender  mass 
over  the  dorsal  aspect  of  the  wrist.  The  slight- 
est flexion  of  the  wrist  produced  severe  pain. 
Epitrochlear  and  axillary  lymph  nodes  were 
present. 

A diagnosis  of  septic  right  wrist  joint  was 
made.  A roentgenograph  demonstrated  osteo- 
myelitis. The  patient  was  referred  to  an  ortho- 
pedic surgeon  who  subsequently  performed 
surgery. 

Discussion 

This  patient  had  worked  in  Delaware  for 
two  months  before  coming  to  the  clinic.  Un- 
questionably, the  osteomyelitis  had  existed 
for  some  time.  When  confronted  with  the 
seriousness  of  the  problem,  the  patient  was 
hesitant  to  have  x-rays  taken  and  to  see  the 
orthopedist.  Such  reluctance  both  to  seek 
and  accept  medical  help  was  experienced  with 
other  migrant  laborers. 

Clinic  Benefits 

The  benefits  of  the  Migrant  Health  Clinic 
are  numerous  to  both  the  migrant  population 
and  the  community.  For  the  migrant,  the 
clinic: 

1.  establishes  a medical  facility  for  the  mi- 
grant farm  worker. 

2.  operates  in  the  evening  hours  when  the 
migrant  has  finished  work. 

3.  provides  medical  care  for  children,  ado- 
lescents, and  adults  as  well  as  gyneco- 
logical treatment  and  family  planning. 

4.  eases  communication  for  the  Spanish- 
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speaking  migrants  through  the  availabil- 
ity of  bilingual  translators. 

For  the  community,  the  clinic: 

1,  relieves  the  seasonal  summer  strain  on 
the  existing  medical  care  facilities,  es- 
pecially on  the  community  hospital  emer- 
gency room. 

2.  focuses  medical  attention  on  the  migrant 
worker  who,  because  of  multiple  health 
factors,  is  a potential  source  of  communi- 
cable diseases. 

The  Migrant  Health  Clinic  in  1974  provided 


'QdltoriaU 

SHOULD  DELAWARE  HAVE  A 
MEDICAL  SCHOOL? 

It  would  be  refreshing  to  see  an  editorial 
on  a controversial  issue  which  gave  an  im- 
partial consideration  to  both  sides  or  to  all 
options.  However,  editorial  writers  seem  to 
be  endowed  with  strong  opinions  and  convic- 
tions and  an  ability  to  ignore  or  overlook  facts 
and  arguments  supporting  contrary  opinions. 
Most  people  who  really  think  about  issues 
realize  that  firm  convictions  on  complex  sub- 
jects are  difficult  to  arrive  at  and  most  often 
represent  an  emotional  decision  rather  than  a 
logical  one.  The  more  complex  the  issue  the 
more  difficult  it  becomes  to  select  a reasonable 
and  logical  answer,  and  yet  these  are  the  issues 
in  which  we  are  most  likely  to  be  pushed  into 
emotional  decisions.  There  are  many  examples 
of  such  issues  facing  Delaware  physicians  to- 
day, including  malpractice  liability,  where  to 
build  a major  hospital  in  northern  New  Castle 
County,  and  now,  an  old  one  revived:  should 
Delaware  have  a medical  school? 

An  editorial  appeared  in  the  May  issue  of 
the  Delaware  Medical  Journal  expressing  the 
opinion  that  our  country  is  headed  for  a phy- 
sician surplus  and  too  many  medical  schools; 


migrant  workers  in  Delaware  an  opportunity 
to  receive  basic  medical  care.  The  accomplish- 
ments of  the  clinic  have  made  but  a small 
dent  in  the  overall  health  problems  of  the  mi- 
grant population.  However,  it  is  a beginning. 

REfERENCES 

1.  Migrant  Population  on  the  Delmarva  Peninsula:  prepared  by 
Rural  Ministries  Coalition  of  the  Delmarva  Ecumenical  Agency, 
based  on  information  from  Departments  of  Public  Instruction 
Labor,  and  Health.  1973  Season. 

2.  To  Everyone  a Chance:  Christopher  News  Notes,  No.  207, 
New  York. 

3.  Puentes  JA:  The  need  for  effective  and  comprehensive  planning 
for  migrant  workers.  Am  J Pub  Health  64:2-10,  1974.  . 

4.  The  Condition  of  Farmworkers  and  Small  Farmers:  Report  to 
the  National  Board,  James  M.  Pierce,  Executive  Director,  p 7. 

5.  Harrison  IE:  Migrant  papers,  behavioral  science  working  paper, 
72-3.  Penna  Dept,  of  Health,  pp  58-59,  Feb  1972. 

6.  Chase  HP,  Kumar  V,  Dodds  JM.,  et  al:  Nutritional  status  of 
preschool  Mexican-American  migrant  farm  children.  Am  J 
Dis  Child  122:316-324,  1971, 


n 


that  maldistribution  of  health  manpower  will 
respond  to  improved  methods  of  financing; 
that  Canada  has  an  inflation  of  medical  costs 
because  of  an  oversupply  of  physicians.  It 
went  on  to  point  out  that  we  have  more  phy- 
sicians per  capita  in  Delaware  now  than 
Canada  had  in  1973,  apparently  questioning 
the  wisdom  of  spending  an  imnamed  amount 
of  funds  to  develop  a school  to  turn  out  fifty 
doctors  per  year.  (William  J.  Vandervort, 
M.D.,  Delaware  Medical  Journal,  XLVII, 
May,  1975.) 

It  is  not  my  intention  to  say  that  we  do  or 
do  not  need  a medical  school.  Dr,  Vander- 
vort may  very  well  be  right,  and  certainly  his 
position  could  be  interpreted  as  highly  sup- 
portive of  the  DIMER  Program  in  which  I work. 
However,  I do  feel  constrained  to  balance  the 
record  because  this  is  an  important  and  diffi- 
cult issue  which  is  likely  to  remain  so  for  a 
number  of  years. 

In  economics  the  appropriate  amount  of 
any  service  is  not  determined  by  “need”  but 
by  “demand.”  Most  doctors  in  active  primary 
care  practice  will  admit  that  between  40%  and 
80%  of  their  patients  do  not  really  need  a 
doctor,  and  on  this  basis  one  could  say  that 
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we  have  a sprious  oversupply  at  the  present 
time.  However,  it  is  a problem  for  any  in- 
dividual patient  with  a complaint  to  determine 
whether  he  is  one  of  that  40-80%  or  not,  and 
if  he  would  like  to  consult  a physician  to  find 
out,  then  that  constitutes  a demand  for  care. 
Obviously  when  physicians  could  do  very  little 
to  alter  thte  course  of  illness,  demand  for  care 
was  relatively  small;  but  as  our  ability  to  cope 
with  illness  increases,  the  demand  for  our  ser- 
viges  will  continue  to  increase. 

I would  also  suggest  that  there  is  at  least 
a possibility  of  error  when  those  of  us  in 
densely  doctored  New  Castle  County  voice 
strong  opinions  about  the  “oversupply”  of  phy- 
sicians in  Georgetown  or  Magnolia.  Finally, 
the  demand  for  medical  services  does  not  stop 
at  state  lines  but  is  regional  in  nature,  and 
many  doctors  who  live  and  practice  within 
Delaware  see  large  numbers  of  patients  from 
neighboring  states. 

I am  not  sure  of  the  number  of  new  doctors 
we  need  per  year,  but  if  we  assume  that  the 
average  physician  practices  thirty  years  (this 
may  be  too  high  an  estimate),  twenty-eight 
new  doctors  per  year  will  just  about  keep  the 
number  of  doctors  in  Delaware  where  it  is  at 
the  present  time  without  allowing  for  any  in- 
crease in  population  or  any  new  physicians  to 
enter  underserved  areas.  The  present  pro- 
grams will  not  provide  this  number,  and  Del- 
aware must  continue  to  be  a net  importer  of 
physicians  from  other  areas. 

As  for  the  statement  that  improved  methods 
of  financing  health  care  plus  the  National 
Health  Service  Corps  will  solve  our  maldis- 
tribution problems,  I believe  that  most  of  the 
evidence  accumulated  to  date  does  not  support 
this  contention.  Financial  aspirations  are  not 
the  major  motivating  factor  for  young  doctors 
entering  practice  and  selecting  a locale.  A 
competent  doctor  can  make  a good  living  al- 
most anywhere.  In  one  of  the  best  recent 
studies  the  reasons  given  most  often  for  doc- 
tors leaving  rural  and  small  town  practices 
were  inadequate  coverage  for  time  off,  too 
heavy  a work  load,  the  isolation  of  solo  prac- 
tice, and  an  inability  to  continue  medical  edu- 


cation. I suspect  that  these  are  our  best 
pointers  toward  how  to  solve  maldistribution 
problems. 

I find  curious  the  concept  that  soaring  medi- 
cal costs  in  Canada  are  due  to  an  over-abund- 
ance of  physicians.  A basic  law  of  economics 
accepted  by  everyone  who  has  any  familiarity 
with  the  subject  at  all  is  that  shortage  inflates 
prices,  and  abundance  lowers  prices.  I am 
familiar  with  the  concept  that  when  there  are 
too  many  doctors,  there  is  a tendency  for  un- 
necessary surgery  and  treatment,  but  I do  not 
know  of  any  convincing  evidence  that  this  is 
of  such  magnitude  as  to  dislocate  the  system 
as  we  are  now  seeing.  Rather  I believe  that 
the  concept  commonly  accepted  by  economists 
today  is  that  in  this  country  the  pouring  of 
bilions  of  dollars  (Medicare,  Medicaid,  etc.) 
into  a health  care  system  with  a fixed  man- 
power base  has  caused  a marked  inflation  of 
costs.  The  only  reasonable  solution  is  to  in- 
crease the  base,  unless  we  postulate  a selfish 
medical  profession  which  does  not  want  to  see 
the  costs  come  down,  a postulate  I do  not 
believe  or  support. 

Finally,  it  should  be  pointed  out  that  a 
medical  school  in  a city  does  more  than  train 
new  physicians.  It  attracts  industry  and  people 
to  the  area  and  has  a favorable  impact  on 
those  industries  already  there.  It  sets  a stand- 
ard for  a level  of  quality  of  health  care,  and 
very  often  the  standard  is  continually  set 
higher  and  higher  so  that  the  doctors  are 
striving  constantly  to  render  better  care.  This 
attracts  the  best  type  of  physicians  and  creates 
a medical  scientific  environment  conducive  to 
solving  maldistribution  problems. 

Admittedly  the  projected  costs  of  a new 
medical  school  would  be  a serious  burden  for 
our  small  population  base,  dimer  started  out 
as  an  effort  to  get  into  medical  school  educa- 
tion on  a Siiiall  scale  in  a reversible  way.  The 
Legislature  and  the  people  look  at  the  money 
going  out  of  the  state  and  ask  if  we  cannot 
take  another  step  forward.  They  want  to  take 
pride  in  their  local  institutions.  I would  not 
dismiss  the  possibility  of  a medical  school. 
After  all.  Dr.  Clark  Kerr  of  Carnegie  Com- 
mission fame,  who  was  quoted  so  freely  in  the 
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previous  editorial,  did  recommend  a “Health 
Education  Center”  in  Wilmington.  At  the 
very  least  we  need  open  minds  on  the  form 
that  this  should  take,  so  that  we  can  proceed 
to  develop  whatever  is  most  efficient,  effective, 
and  economical  for  Delaware. 

E.  Wayne  Martz,  M.D. 

Dr.  Martz  is  Director  of  Medical  Education,  Wilmington  Medical 
Center. 

*}£  Vi  Vi 

ALL  SIGNS  SAY  PATIENT  ASLEEP 

Some  years  ago  a surgeon  friend  related  a 
rather  humorous  but  pointed  story  of  an  ex- 
perience in  the  operating  theater.  He  was  pre- 
paring to  perform  surgery  when  his  patient 
sat  bolt  upright,  arms  flailing.  The  well- 
meaning  but  surprised  anesthetist,  who  hap- 
pened to  be  of  Chinese  extraction,  exclaimed 
in  a high  pitched  voice,  “Doctor,  sorry,  all 
signs  say  patient  asleep!” 

So  often  in  this  inexact  science  of  ours  we 
call  medicine,  we  place  undue  emphasis  on  a 
single  sign,  a laboratory  study,  an  x-ray  pic- 
ture, or  a biological  measurement.  Too  often 
we  place  too  large  a bet  on  a horse  that  can’t 
lose,  but  somehow  does  not  win  the  race. 

How  often  have  we  miscalculated  a severe 
intra-abdominal  hemorrhage  in  the  early  phase 
of  a ruptured  ectopic  pregnancy  just  because 
the  blood  pressure  was  “normal”? 

How  many  times  have  we  overloaded  a pa- 
tient with  intravenous  fluids  attempting  to 
raise  a central  venous  pressure  measurement 
to  “normal”? 

How  frequently  have  we  assumed  that  the 
patient  with  the  “normal  hemoglobin”  had  a 
normal  blood-plasma  volume,  only  to  observe 
circulatory  collapse  with  the  first  dose  of  nar- 
cotic or  barbiturate? 

How  often  have  we  seen  a “blood  gas”  or- 
dered on  a deeply  cyanotic  patient  only  to  find 
that  the  partial  pressure  of  oxygen  was  low? 

Enough  of  that!  This  is  not  an  admonish- 
ment but  an  observation  of  the  fact  that  we 
are  frequently  victims  of  our  own  sophistica- 
tion. More  than  ever  before  in  the  history  of 


medicine,  measurement  is  dominating  the  way 
we  practice.  And  measurement  is  good.  In- 
deed as  Lord  Kelvin  implied,  it  is  the  differ- 
ence between  fact  and  fiction. 

What  we  must  not  forget  is  that  the  human 
organism  is  dynamic — constantly  changing — 
and  we  must  be  sure  that  we  are  measuring  the 
right  thing  at  the  right  time. 

G.L.H. 

Vi  Vi  Vi 

WHAT  SHOULD  EVERY  WOMAN  KNOW  ABOUT 
THE  BREAST  CANCER  CONTROVERSY? 

The  concept  that  doctors  are  omniscient 
and  always  know  exactly  what  is  best  for  their 
patients  is  passe,  dying  if  not  already  dead. 
Furthermore,  physicians  should  be  among 
those  most  strongly  rooting  for  the  demise  of 
the  adage  that  “doctor  always  knows  best”; 
were  that  really  true  it  would  be  easy  to  re- 
place doctor  with  a machine. 

For  years  George  Crile  has  been  preaching 
methods  of  surgical  management  of  breast  can- 
cer which,  although  not  as  deviant  as  his  irate 
colleagues  usually  attribute  to  him,  are  never- 
theless in  substantial,  but  until  now  lonely, 
disagreement  with  the  prescription  of  classical 
radical  mastectomy  for  all  breast  cancers,  re- 
gardless of  size  and  regardless  of  axillary  in' 
volvement,  if  cure  is  considered  a possibility. 
Crile,  who  says  that  now  that  he  is  retired  he 
cannot  be  accused  of  seeking  referrals  when 
he  speaks  out,  has  puolished  a book.*  I 
recommend  it  to  you,  and  I recommend  it  to 
your  women  patients,  not  patients  who  already 
have  lumps  in  their  breasts,  or  suspicious 
shadows  on  breast  x-rays,  but  women  who  still 
possess  two  breasts;  the  odds  of  developing 
breast  cancer  in  any  woman’s  lifetime  are  ter- 
ribly high — one  in  six  women  do,  one  in  three 
of  those  will  die  of  it. 

It  is  of  startling  interest,  food  for  uncheer- 
ful thought,  that  about  one-quarter  of  the 
women  whom  Crile  and  his  colleagues  see  who 
are  at  first  visit  considered  incurable  are  wo- 
men with  medical  backgrounds:  nurses,  doc- 

*WHAT  WOMEN  SHOULD  KNOW  ABOUT  THE  BREAST 
CANCER  CONTROVERSY  by  George  Crile,  Jr.,  M.D.,  Mac- 
Millan  Co.,  New  York,  1973.  179  pp.  Price  $4.95. 


July,  1975 


375 


Delaware  Medical  Journal 


tors,  aides,  and  others  who  have  worked  with 
or  seen  classically  operated  women  firsthand. 
Rather  than  making  it  more  difficult  for  her 
doctor  to  convince  his  patient  to  undergo  the 
surgical  procedure  he  thinks  is  best  for  her,  I 
think  any  woman  who  has  read  Crile’s  book 
and  understands  how  far  from  cut  and  dried 
are  opinions  regarding  optimum  management, 
how  experts  disagree  with  other  experts,  will 
of  necessity  feel  her  own  best  choice  is  to  fol- 
low the  guidance  of  the  physician  to  whom  she 
has  entrusted  her  care.  Even  Crile  says  that 
half  of  his  patients  get  treated  with  total 
breast  removal. 

It  is  quite  probable  that  Keynes,  whom 
Crile  quotes,  was  right  when  he  compared 
orthodoxy  in  surgery  to  orthodoxy  in  religions: 
“It  comes  to  be  held  as  a passionate  belief  in 
the  absolute  rightness  of  that  particular  view 
...  A dissentient  view  is  regarded  as  a criminal 
subversion  of  the  truth,  and  the  holder  is  some- 
times exposed  to  slander  and  abuse.  In  the 
history  of  medicine,  it  was  this  attitude  that 
maintained  the  orthodoxy  of  the  views  of 
Galen  for  1200  years  or  more." 

The  data  recently  released  regarding  the 
results  to  date  of  our  local  Breast  Cancer 
Screening  Project  show  that  13/18  or  72%  of 
the  cancers  diagnosed  were  too  small  to  feel 
and  were  suspected  only  on  the  basis  of  ab- 
normal radiographs.  Surely,  it  is  logical  that 
the  treatment  of  breast  cancer  diagnosed  this 
early  should  turn  out  to  be  different  from  the 
treatment  in  Halsted’s  day;  of  his  first  series 
of  women  on  whom  he  did  breast  operations, 
more  than  half  would  not  be  considered  suit- 
able for  any  but  paJhative  surgery  by  today’s 
standards. 

The  most  inflammatory  statement  in  Crile’s 
book  is  the  suggestion  in  a book  for  lay  per- 
sons that  any  surgeon  who  does  not  ade- 
quately and  honestly  explain  to  a woman  on 
whom  he  contemplates  radical  mastectomy 


what  are  her  alternate  choices  and  why  he  be- 
lieves what  he  is  suggesting  is  the  best  pro- 
cedure for  her  is  operating  without  informed 
consent  and  liable  to  suit.  A doctor  whose 
patient  has  read  Crile’s  book  could  not  be  so 
accused.  (Interestingly,  his  book  is  dedicated 
to  his  wife:  To  the  memory  of  Jane  Halle 
Crile  whose  death  from  cancer  of  the  breast 
inspired  me  to  carry  on  the  laboratory  studies 
that  she  and  I had  started  together  and  to 
spend  the  rest  of  my  professional  life  in  the 
study  of  the  disease.) 

It  is  my  impression  (and  if  I am  wrong  I 
am  sure  I will  hear  about  it)  that  the  current 
Breast  Cancer  Screening  programs  are  pri- 
marily designed  to  find  new  cases  of  cancer. 
Their  chief  mission  is  not  to  test  which  tech- 
niques of  diagnosis  are  most  sensitive,  which 
most  specific,  which  least  costly,  and  which 
least  hazardous  to  patients  without  disease- — 
the  radiation  dose  from  mammography  is  not 
insignificant;  how  often  can  it  be  repeated? 

It  seems  to  me  the  times  are  right  for  the 
endpoint  of  studies  to  detect  breast  cancer  to 
be  rapidly  expanded  to  include  treatment. 
Therapeutic  studies  should  not  be  limited  to 
postoperative  regimens.  In  fact,  women  will 
soon  be  demanding  that  they  be  included  in 
such  alternate  therapy  protocols.  For  at  this 
point,  no  one  can  honestly  tell  a woman  with 
a small  lesion  diagnosed  only  by  mammogram 
that  it  is  imperative  that  she  undergo  total 
breast  removal  rather  than  a segmental  re- 
section with  preservation  of  her  nipple  and 
little  significant  mutilation. 

It  was  a male  surgeon  and  not  a militant 
feminist  who  recently  said  words  to  the  effect 
that  any  operation  which  required  orchiectomy 
on  men  with  the  frequency  with  which  mas- 
tectomy has  been  performed  on  women  would 
by  now  have  had  a great  deal  of  research  at- 
testing to  its  necessity. 

B.Z.P. 


OOPS! 

Arlo  J.  Courter,  M.D.  was  incorrectly  identified  in  the  article  in  the  June  issue, 
Some  Recent  Immunologic  Developments  in  the  Etiology  and  Treatment  of  Systemic 
Lupus  Erythematosus.”  Dr.  Courter  is  Chief,  Department  of  Medicine,  VA  Hospital, 
Wilmington,  and  Assistant  in  the  Department  of  Medicine,  Section  of  Allergy,  Wil- 
mington Medical  Center. 
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THE  "CONSUITORIO  GRAN  PODER" 


Ruth  W.  de  Tichaueb,  M.D. 


Our  medical  facility  is  called  “Consuitorio 
Gran  Poder.”  For  twenty-nine  years  it  has 
worked  on  the  problems  of  making  things  easy 
and  efficient  where  patients  are  plentiful  and 
doctors  scarce. 

Twenty-nine  years  ago  a delegation  of 
neighborhood  leaders  in  a slum  area  of  La  Paz, 
Bolivia,  came  to  ask  this  writer,  who  had  been 
known  for  Red  Cross  work,  to  settle  there. 
The  men  helped  to  find  a building  and  to 
equip  it.  In  return  for  the  friendliness,  one 
afternoon  and  evening  per  week  were  set  aside 
for  free  medical  care  for  anyone  who  came. 
That  free  service  soon  overshadowed  the  rest, 
accumulating  helpers,  material,  funds,  and  pa- 
tients from  all  over.  In  fact,  they  came,  and 
are  coming  still,  from  the  shores  of  Lake  Titi- 
caca, from  the  jungles  of  the  Beni,  and  from 
the  salt  lakes  on  the  Chilean  borders  because 
the  local,  urbanized  Aymara  Indian  families 
from  the  poor  quarters  of  the  town  brought 
in  their  families  and  friends  who  still  live  in 
the  country. 

Our  professional  services  have  been  extended 
and  dental  services  added  as  changing  food 
habits  produced  tooth  decay,  rheumatic  dis- 
ease, and  endocarditis.  Also,  legal  services 
have  been  included  because  we  found  that 
people  would  worry  themselves  sick.  What 
would  they  worry  about?  Husband,  wife, 
boss,  employee,  landlord,  neighbor  — to  the 
point  of  stomach  ulcers,  headaches,  and 
cramps;  these  were  the  things  a lawyer  might 
be  able  to  do  something  about. 

Our  patients  are  Aymara  Indians,  sup- 
posedly a dour,  silent  people.  However,  for 
some  reason  their  relationships  with  the  Con- 


suitorio are  unusually  easy,  even  better  than 
with  city  people.  We  get  invitations  to  com- 
munities in  the  countryside,  which  is  large 
and  beautiful  and  mostly  empty.  Our  mobile 
clinics  can  not  depend  on  preexisting  shelter. 
We  have  learned  to  cook  with  campfires  over 
rocks  in  the  steppe,  or  in  the  jungle  in  pots 
hanging  from  branches  suitably  put  up,  and 
to  erect  a tent  in  three  to  five  minutes.  Pa- 
tients pay  with  products  from  their  small 
fields,  a condition  of  receiving  treatment.  We 
follow  a tight  schedule,  with  a string  of  clinics 
along  a prefixed  route;  patient  loads  are  up 
to  300  daily,  typically  attended  by  a team  of 
four. 

However,  often  one  point  in  the  country- 
side will  incorporate  more  fully  our  technique 
and  some  educational  aspects  of  a health  cam- 
paign such  as  low-cost,  comfortable  buildings, 
sanitary  water  supply  and  waste  disposal, 
food  production  by  vegetable  gardening,  bee- 
keeping, fishing,  and  environmental  protection 
as  against  the  prevailing  practice  of  slash- 
and-burn  farming.  This  became  possible  eight 
years  ago  when  people  came  from  a place  in 
the  tropical  Yungas,  asking  us  to  attend  them 
perhaps  twice  or  three  times  a year  because, 
allegedly,  no  physician  had  visited  them  for 
17  years.  They  would  donate  the  land.  We 
tried  things  out  for  patient  attraction  for  a 
year  or  so,  conducting  consultations  under  a 
papaya  tree  each  fortnight  with  never  less 
than  30  to  40  patients  per  session.  Then  the 
jungle  clinic  was  built  with  a consultation  ter- 
race under  flowering  vines.  A special  tech- 
nique was  developed  that  combined  up-to-date 
therapy  (eg,  Camolar,  Parke-Davis,  for  leish- 
maniosis)  with  the  handling  of  large  num- 


378 


July,  1975 


The  “Consuitorio  Gran  Poder” — deTichauer 


bers  of  patients.  We  seem°to  be  at  our  best 
efficiency  with  80  to  90  patients  per  morning; 
below  or  above  this  figure,  efficiency  is  dimin- 
ished. Services  may  include,  for  every  patient, 
taking  of  temperature,  pulse,  and  weight;  a 
short  interview;  dispensing  of  oral  medication 
and/or  i.m.  injections;  some  minor  surgery 
for  ulcers,  abscesses,  wounds;  insertion  of  two 
or  three  lUD’s  and  check-up  on  perhaps  five 
more;  taking  of  samples  for  lab  work  in  town. 
The  team  is  usually  four,  frequently  including 
improvised  personnel,  who  are  often  children. 
In  our  29  years  of  clinical  work  we  have  seen 
over  30  of  such  youngsters  return  in  service 
professions  later  in  life. 

Once  an  M.D.  from  the  United  Nations 
watched  us  and  thought  we  should  publish 
details  of  our  technique  which  might  come  in 
handy  in  Africa.  We  did  {JAMWA,  1970). 
Actually,  oui  technique  boils  down  to  elimin- 
ating unproductive  routines,  possibly  in  the 
direction  of  the  practice  of  Dr.  Alvarez 
(JAMA,  July  22,  1974)  and  of  the  cataract 
teams  of  Madras,  India  (Deutsches  Aerzte- 


blatt,  August  1973). 

Medically,  our  chief  problems  are  tubercu- 
losis, nutritional  deficiencies,  and  intestinal 
parasites.  In  addition,  a practically  virgin  pa- 
tient population,  in  their  first  contact  with 
modern  medicine,  offers  a wide  spectrum  of 
surprises  and  unusual  syndromes. 

With  small  modifications,  the  general  idea 
of  our  services  seems  to  be  usable  in  other  set- 
tings. In  fact  one  prominent  M.D.  from  a 
highly  regarded  Texas  clinic,  who  visited  us, 
now  drives  on  weekends  to  “fish  and  doctor” 
an  underprivileged  rural  group.  We  occasion- 
ally get  the  visits  of  undergraduates  or  post- 
doctoral students  who  come  for  clerkships  in 
the  Third  World.  We  like  it,  and  they  like  it. 
It  is  a pleasure  to  have  these  keen,  extremely 
well  prepared  young  people  with  us;  their  ques- 
tions and  criticisms  keep  us  on  our  toes.  Some 
make  significant  contributions  by  passing  our 
technique  of  care  on  to  their  next  field  of  work, 
in  Africa,  or  wherever. 

Editor’s  Note:  Dr.  Tichauer,  born  in  Germany,  moved  to  Bo- 
livia at  the  start  of  World  War  II  to  take  a post  in  social 
medicine. 
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SOME  FAMOUS  (BAD)  STUDENTS 

The  following  illustrious  personages  were  at  one  time  expelled  from  school.  Match 
the  culprit  with  the  oflFense. 

1.  Guy  de  Maupassant 

2.  Salvador  Dali 

3.  Sarah  Bernhardt 

4.  Samuel  Johnson 

5.  Sir  William  Osier 

6.  William  Penn 

7.  Wilhelm  Roentgen 


Adapted  From:  Ronald  S.  Illingworth,  M.D.,  F.R.C.P. 
Destined  for  fame — 
but  one  would  not  think  it 
Pediatrics  54:133-135,  1974 


A.  Holding  religious  meetings  at  Oxford 

B.  Playing  truant  because  of  a love 

C.  Drinking  the  Father  Superior’s  wine 

D.  Climbing  over  a wall  at  dark  to  talk  to 
soldiers 

E.  Drawing  a caricature  of  his  teacher 

F.  Refusing  to  allow  his  teachers  to  criticize 
his  art 

G.  Letting  a flock  of  geese  into  the  class- 
room 
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FuSi],?  equippsd  with  big  mode! 
features 

iDespite  its  midget  size,  it’s  equip- 
ped with  a battery  life  lamp,  a 
:3-digit  tape  counter,  pause  but- 
ton to  stop/start  reoording  or 
playback,  cassette  ejection  and 
convenient  finger-tip  oontrols  for 
all  standard  recording  and  play- 
back functions. 


Built-in  condenser  mike 
No  cords  to  attach.  No  mikes  to 
hold.  Just  flip  the  reoording  lever 
and  your  midget  memo  goes  to 
work.  An  external  mike  is  also 
available. 


Matthews  Inc 

907  Shipley  St.  Wilm.  Del. 

(302)  658-4361 


Futuristic  circuitry  proviaes  tremendous  power 
12  transistors  and  other  advanced  semiconductors  combine 
to  deliver  a full  600m-W  maximum  output  power.  The  sound 
is  clear  and  the  tone  rich  and  alive.  Power  is  supplied  by  5 
“AA”  size  batteries  and  an  AC  adaptor  is  available. 


Handsomely  styled  and  supplied  with  an  attractive 
carrying  case 

This  unit  is  designed  to  travel  with  you.  Its  rugged  exterior 
stays  bright  and  new  looking  even  after  years  of  service. 
A handy  carrying  case  is  also  supplied. 


Hardly  bigger  than  the 
cassettes  it  plays 

True  midget  dimensions  (6-1/8" 
high  by  3-3/4"  wide)  make  it 
possible toeasilyholdthis  model 
in  one  hand.  It  uses  standard 
oassette  tapes  that  can  be  pur- 
chased anywhere. 


3-3/4" H — |l-9/( 


— Built-in  Condenser  Mike—  i 

A portable  electronic  stenographer  that  you  can  carry  ij 
in  your  pocket!  Right  into  important  conferences,  bil 
meetings  and  discussions.  The  kind  that  never  misses  a i 
and  then  plays  back  in  full,  rich  tones  at  the  touch  of  a i 
every  word  that  was  uttered.  The  little  mike  is  built-in  c: 
extra  external  mike  is  supplied.  You  also  get  ALC  for  aui 
ically  balanced  sound,  a digital  tape  counter,  finger-tip  C(: 
and  plenty  of  power  from  5 tiny  batterfes.  Comes  in  a 
/ing  case  with  an  earphone  for  private  listening  su  \ 
ideal  addition  to  every  office.  The  perfect  companii 
efficiency-conscious  businessman.  , 


Midget  Memo  Casse 


^etterd  to  the  ^Qdltor 

To  the  Editor: 

The  statistics  reported  in  the  recent  Cancer 
Communique  “Breast  Screening  Project:  One 
Year  of  Operation,”  (May,  1975,  p.  226)  are 
in  obvious  need  of  clarification.  The  Com- 
munique states  that  in  31  out  of  152  cases, 
the  biopsy  diagnosis  had  not  been  reported. 
All  152  biopsies  have  been  diagnosed  and  re- 
ported to  the  attending  surgeon.  They  may 


not  have  been  reported  to  the  breast  screening 
project  because  either  the  attending  surgeon 
did  not  make  such  a request,  or,  as  is  fre- 
quently the  case,  the  pathologist  has  no  idea 
that  the  patient  has  been  processed  through 
the  breast  screening  project. 

Patrick  F.  Ashley,  M.D. 

Department  of  Pathology 
Wilmington  Medical  Center 


ROCKFORD  CENTER 

1605  North  Broom  Street 
Wilmington,  Delaware  19806 

(302)  652-3892 

A PRIVATE  RESIDENTIAL  PSYCHIATRIC  CENTER 
Offering  treatment  programs 
for 

adults  and  adolescents 

BC-BS  APPROVED 


[gateway  motor  inn 


— Fully  Air  Conditioned  — 


138  Units 


* Meeting  & Display  Rooms  * TV  - Shower  & Tubs 

* Olympic  Pool  * Efficiency  Apts. 


* Direct  Dial  Phone 


2 Miles  from  Greater  Wilmington  Airport 
3 Miles  from  PR  Station  & Center  Wilmington 
1 Mile  South  of  Delaware  Memorial  Bridge 


PHONE  328-1383 

DUPONT  HIGHWAY  NEW  CASTLE,  DELAWARE 
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Separate  Departments  (Holloway) 


389  An  Act  Making  a Supplementary  Appropriation  to  the  Division  Supported  Did  not  pass  either 

of  Public  Health  of  the  Department  of  Health  and  Social  Services  house 

for  the  Purpose  of  Providing  for  a Statewide  Educational  Program 
on  Sickle  Cell  Anemia  (Holloway) 
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FACTS  ABOUT  AGING  by  Daniel  S.  Liang,  M.D., 

Charles  Thomas,  Springfield,  III.,  1973.  107  pp. 
Price:  $3.95  paperback. 

This  bland  little  book,  less  than  100  pages 
long,  purports  to  “familiarize  the  layman  with 
the  different  changes  that  occur  with  grow- 
ing old.”  The  author  states  he  is  not  writing 
a text  or  making  a detailed  study,  but  he 
carries  this  to  the  opposite  extreme.  His  state- 
ments are  too  general;  more  information  may 
be  obtained  by  consulting  any  of  the  news- 
paper-syndicated M.D.’s. 

There  is  no  information  about  the  author, 
his  experience,  or  the  source  of  the  few  statis- 
tics presented. 

The  grouping  of  his  subject  matter  seems 
odd;  for  instance.  Chapter  5 is  entitled  “Skin 
Conditions  and  Changes  in  Mental  Outlook  of 
the  Aged.”  Separate  chapters  and  more  de- 
tailed information  on  the  latter  subject  cer- 
tainly are  warranted.  Chapter  10,  “Quackery 
Versus  Good  Medical  Care,”  is  largely  devoted 
to  discussing  various  types  of  medical  care 
such  as  solo  practice,  prepaid  groups,  etc. 

The  book  touches  on  most  of  the  common 
ailments  and  problems  of  aging,  however 
briefly.  The  last  chapter,  on  dying,  is  short 
but  helpful. 

This  review  may  be  too  critical,  viewing 
the  book  from  a professional  standpoint,  but 
most  women’s  magazines,  the  Reader's  Digest, 


or  Sunday  supplements  have  more  specific  and 
interesting  articles  on  these  subjects. 

PRIMARY  CARE:  WHERE  MEDICINE  FAILS  edited  by 
Spyros  Andreopoulos,  John  Wiley,  New  York, 
1974.  224  pp.  Ulus.  Price  $9.95. 

This  detailed  and  interesting  book  examines 
primary  care  in  the  United  States,  dissecting 
it  rather  thoroughly,  but  also  making  positive 
suggestions  for  improvement.  The  material 
came  from  the  Third  Annual  Sun  Valley 
Forum  on  National  Health,  held  there  in 
June,  1973. 

Compiled  by  S.  Andreopoulos,  editor  of 
the  Stanford  M.D.,  the  book  consists  of  his 
introduction,  then  four  papers  on  various  as- 
pects of  primary  care.  Thirty-one  represen- 
tatives of  practicing  and  academic  medicine, 
the  law,  government,  foundations,  the  press, 
the  insurance  industry,  and  unions  partici- 
pated in  the  discussions  that  followed  the  pa- 
pers and  in  formulating  the  final  conclusions 
and  recommendations. 

The  titles  of  these  papers  indicate  their  sub- 
stance: 

1.  “Dimensions  of  Primary  Care” — Albert 
W.  Parker,  M.D.,  Clinical  Professor  of  Com- 
munity Health  at  the  University  of  Cali- 
fornia. 

2.  “Improving  Access  to  Primary  Care” — 


“UNWANTED  HAIR  PERMANEIVTLY  REMOVED” 

Frances  B.  Aerenson,  R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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PHYSICIANS  - PEDIATRICIAN  OR 
FAMILY  PRACTITIONER  PREFERRED 

New  modern  multimiliion  dollar  regional  mental  retardation  center  with 
225  bed  residential  program  plus  outpatient  developmental  disabili- 
ties program  and  outreach  community  program,  located  on  Maryland’s 
Eastern  Shore,  offering  a small  metropolitan  environment  in  a year- 
round  resort  and  recreation  area.  Easy  driving  to  all  northeastern  cities. 
Regular  hours.  No  weekends  or  nights.  Opportunity  to  supplement 
salary  and  experience  with  private  practice  or  health  department.  Ex- 
cellent retirement  and  health  care  and  other  benefits. 

Starting  Salary:  From  $25,1 45  to  $32,345,  effective  7 / 1 /75 

Based  upon  experience  and  certification 

Contact:  MR.  GEORGE  H.  KOHLER,  JR. 

Director  of  Personnel 
Holly  Center 
Post  Office  Box  2358 
Salisbury,  Maryland  21801 
TELEPHONE:  301-546-2181,  Extension  282 
WE  ARE  AN  EQUAL  OPPORTUNITY  EMPLOYER 


We  look  out  for  your  interest, 


t 


Where  all  savings  accounts 
are  compounded  continuously 
to  earn  the  highest  effective 
yield  allowed  by  law. 


61/0/  annual 

/2 

Earns  6.81% 


compounded 

continuously 

elective 


annual  yield  on  i and  2 year  Invest- 
ment Accounts.  Min.  Bal.  S/.noo 


annual 

interest 


5/4/0 

Earns  547% 

annual  yield  on  Regular  Savings. 
Mill.  Bal.  $s.oo 


6 


^ interest 


compounded 

Earns  7.08%  XX"/'’ 

annual  yield  on  j year  Invest ment 
Accounts.  Min.  Hal.  Si.ooo 


Early  withdrawal  from  investment  accounts 
carry  minimum  Federal  penalties. 
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Wilmington:  9th  and  Tatnall  Streets  ■ Graylyn  and  Midway  Shopping  Centers  • (302)  65S-S8@1 
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Charles  E.  Lewis,  M.D.,  Professor  and  Head 
of  Ambulatory  Care,  U.C.L.A, 

3.  “Suggested  Organizational  Structure” — 
Stanley  S.  Bergen,  Jr.,  M.D.,  President,  Col- 
lege of  Medicine  and  Dentistry  of  New  Jer- 
sey. 

4.  “Financing  Medical  Care”  — Karen 
Davis,  Ph.D.,  economist,  Brookings  Institu- 
tion, Washington,  D.C. 

The  conclusions  and  recommendations,  as 
they  should,  contain  the  essence  of  the  en- 
tire proceedings  in  condensed  form. 

Of  the  individual  papers,  the  first  and  the 
third  were  the  most  interesting  and  informa- 
tive, as  were  the  critiques  that  followed  them. 
Dr.  Parker’s  paper  defined  precisely  the  cur- 
rent providers  of  this  care,  giving  advantages 
and  disadvantages  of  each.  The  organiza- 
tional structure  chapter  begins  by  posing 
questions  regarding  who  ideally  should  de- 
liver primary  care  — hospitals?  physicians? 
a new  type  of  physician?  If  not  doctors,  who 
should  regulate  the  providers  and  should  they 


practice  independently?  The  answers  to  these 
and  questions  on  how  to  finance  better  primary 
care  are  not  as  clearly  stated  or  worked  out. 

The  recommendations  emphasize  the  fol- 
lowing: Successful  delivery  of  health  care 
must  be  integrated  with  total  health  care. 
Primary  care  is  the  largest  area  of  health 
care  and  the  area  of  greatest  consumer  dis- 
satisfaction— it  is  the  contact  point  between 
the  individual  and  the  health  care  system. 
Consumer  participation  in  health  care  system 
control  is  essential.  Private  physicians,  alone 
or  in  groups,  will  remain  the  basis  for  primary 
care  for  many  years;  prepaid  groups  offer  the 
best  and  most  comprehensive  hope  for  the  fu- 
ture. Both  must  be  effectively  related  to 
secondary  and  tertiary  care.  Medical  education 
gives  some  evidence  of  changing  to  meet  the 
challenge  of  primary  care  — family  practice 
residencies  have  increased  markedly  since 
1970.  Financing  should  be  accomplished  by 
a national  health  insurance  program  with 
coverage  of  all  major  areas  of  personal  health 
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care.  Continued  and  increased  emphasis  should 
be  placed  on  access  to  primary  care  by  disad- 
vantaged groups — inner-city  residents,  racial 
and  linguistic  minorities,  the  rural  population, 
the  aged,  and  the  poor  and  working  poor. 

One  criticism  of  the  content  of  this  book  is 
that  there  is  some  duplication  of  material; 
more  important  is  the  lack  of  answers  to  some 
of  the  questions  raised  in  the  papers.  For  ex- 
ample, who  is  to  pay  for  national  health  in- 
surance— the  government,  private  insurance 
industry,  or  a combination  of  the  two? 

Regarding  the  participants,  no  consumer 
advocate  for  the  poor  or  linguistically  deprived 
was  noted  nor  were  any  official  representatives 
of  primary  care  practitioners  listed,  be  they 
FP,  ER,  pediatrician,  or  internist. 

On  the  whole,  it  is  a thorough  description 
of  the  needs  and  aspirations  of  primary  care 
and  is  worthwhile  reading  for  anyone  con- 
cerned with  improving  the  health  care  sys- 
tem of  this  nation. 

William  D.  Shellenberger,  M.D. 
% % 

FEVER!  THE  HUNT  FOR  A NEW  KILLER  VIRUS  (LAS- 
SA  FEVER)  by  John  G.  Fuller,  Reader’s  Digest  Press, 
New  York,  1974.  297  pp.  Price  $8.95. 

Lassa  fever,  an  infectious  and  contagious 
disease  caused  by  an  arenavirus'  appears  to  be 
prevalent  in  West  Africa.  This  disease,  pos- 
sibly endemic  for  centuries,  probably  never 
would  have  attraced  world-wide  attention  but 
for  the  fact  that  it  invaded  a mission  hospital 
in  Nigeria  staffed  by  American  personnel.  This 
particular  outbreak,  alarming  because  of  its 
virulence,  contagion,  and  mortality,  culmin- 
ated with  the  death  of  a technician  in  the 
virus  laboratory  at  Yale  University. 

John  Fuller  has  written  a careful  account 
of  this  epidemic  tracing  the  clinical  course  of 
each  patient  and  providing  a step-by-step 
tour  through  the  process  of  virus  isolation 
and  identification.  Fuller’s  adeptness  for  pre- 
senting quasi-medical  information  was  pre- 
viously demonstrated  in  The  Day  of  St.  An- 
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thony's  Fire,  a chronicle  of  ergot  poisoning  in 
Pont-St.-Esprit,  France  in  1951. 

The  reader  must  be  impressed  with  the  dedi" 
cation  of  the  Nigerian  and  American  personnel 
whose  heroic  effort  resulted  in  solving  the  puz- 
zle of  Lassa  fever.  While  the  Center  for  Dis- 
ease Control  in  Atlanta  made  a significant 
contribution  to  this  effort,  there  was  little  or 
no  other  involvement  by  our  federal  govern- 
ment— perhaps  in  itself  an  explanation  for 
the  success  of  the  program.  During  the  Ko- 
rean War,  the  American  Armed  Forces  ex- 
pended considerable  effort  in  an  imsuccessful 
attempt  to  solve  the  problem  of  hemorrhagic 
fever.  Even  allowing  for  the  improvement  in 
virologic  and  epidemiologic  techniques  in  the 
past  twenty  years,  the  contrast  between  these 
two  efforts  is  striking. 

Continued  experience  with  the  Lassa  fever 
virus  suggests  that  clinical  infection  can  oc- 
cur in  a mild  form  with  a mortality  far  below 
the  45  percent  figure  noted  in  the  original 
outbreaks  in  Nigeria  and  Liberia.  Nonethe- 
less, the  easy  transmission  of  this  infection 
from  person  to  person  requires  strict  isolation 
of  all  patients  suspected  of  having  this  disease. 
The  recent  death  from  Lassa  fever  of  a doctor 
in  London  who  traveled  by  air  from  Nigeria 
should  emphasize  the  need  for  world-wide 
acquaintance  with  this  unusual  infection. 

Many  of  the  problems  relating  to  the  Lassa 
virus  and  its  spread  to  man  are  still  unsettled 
and  will  require  intensive  investigation.  The 
rodent  Mastomys  natalensis  is  the  natural 
reservoir  for  this  virus.  This  animal  often 
enters  human  habitations,  and  man  is  prob- 
ably infected  from  contaminated  rodent  urine; 
it  is  also  possible  that  human  infection  might 
result  from  consumption  of  rat  meat. 

The  only  available  treatment  for  Lassa  fever 
is  convalescent  human  globulin,  a commodity 
obviously  in  short  supply.  The  most  pressing 
problem  in  management  is  the  development  of 
a method  of  rapid  diagnosis  of  the  disease  to 
avoid  unnecessary  wasting  of  convalescent 
gamma  globulin  in  undiagnosed  patients. 

The  physician  interested  in  the  natural 
history  of  disease  and  the  young  student  con- 
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sidering  a medical  career  will  both  be  fascin- 
ated by  this  volume.  A paper-bound  edition 
has  recently  been  made  available. 

William  J.  Holloway,  M.D. 
% a 

THi  TREATMENT  AND  MANAGEMENT  OF  OBESITY 
edited  by  George  A.  Bray,  M.D.  and  John  E. 
Bethone,  M.D.,  Harper  & Row,  New  York,  1974. 
160  pp.  Ulus.  Price  $6.95  paperback. 

This  is  a handy  little  book  of  about  150 
pages  covering  the  problem  of  obesity  from  a 
variety  of  points  of  view.  The  editors  have 
assembled  a collection  of  monographs  by  ten 
different  contributors,  each  expert  in  his  field. 
Subjects  are  grouped  largely  into  three  areas: 
1)  pathophysiology  of  obesity;  2)  some  clini- 
cal aspects  of  obesity;  and  3)  newer  ap- 
proaches to  the  treatment  of  obesity.  This 
material  is  the  updated  and  edited  contents 
of  a post-graduate  course  offered  the  medical 


community  in  1972  at  the  University  of  South- 
ern California.  There  is  a long  list  of  best  sd- 
ling  books  aimed  at  the  obese  public,  long  on 
faddism  and  short  on  scientific  objectivity.  In 
contrast  this  volume  is  an  inexpensive  yet 
authoritative  volume  covering  all  aspects  of 
the  problem  of  obesity. 

For  those  scientifically  minded,  the  first 
section  deals  with  basic  principles  and  reports 
on  clinical  investigations  being  conducted  in 
the  field.  The  role  of  the  size  of  the  fat  cells 
and  their  number  relating  to  the  development 
and  persistence  of  obesity  is  extensively  re- 
viewed. The  various  kinds  of  obesity  and  the 
way  obesity  influences  the  medical  develop- 
ment of  various  patients  is  examined  in  the 
second  section.  A final  section  is  a full  dis- 
cussion of  therapy  with  reference  to  new,  sig- 
nificant therapeutic  advances.  These  thera- 
peutic discussions  concern  themselves  with  ex- 
ercise, diet,  behavior  modification,  pharmaco- 
logical adjuncts,  and  surgery.  Comments 
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throughout  the  book  refer  to  our  changing  un- 
derstanding of  obesity  as  new  knowledge  is  ac- 
quired. The  simplistic  explanation  of  calorie 
excess  as  the  sole  cause  of  obesity  is  reviewed 
with  the  strong  suggestion  that  there  are  psy- 
chological and  behavorial  factors  over  and 
above  simple  calorie  imbalance.  The  biological 
basis  of  obesity  is  thoroughly  discussed  and 
considered. 

The  volume  is  interspersed  with  tables  and 
graphic  presentations  as  well  as  photographs 
highlighting  the  text.  There  is  a useful 
classification  of  obesity  in  man  for  easy  refer- 
ence in  the  chapter  on  the  varieties  of  obesity. 
There  is  a fascinating  chapter  on  the  ills  of 
the  obese  by  D.  W.  Pettit  which,  though  brief, 
makes  some  penetrating  observations  which 
will  be  familiar  to  many  practitioners  deal- 
ing with  the  problem.  The  effects  of  diet  and 
exercise  are  discussed  with  careful  distinction 
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made  as  to  the  two  kinds  of  physical  ac- 
tivities available  the  aerobic  and  the  anaero- 
bic, and  suggesting  that  the  optimal  effects 
can  be  achieved  by  a relatively  constant  but 
low  level  of  aerobic  activity  as  long  as  the 
pulse  rate  is  raised  somewhat  at  each  session 
and  continued  for  a considerable  length  of 
time.  Dr.  Stunkard’s  chapter  on  behavior 
modification  is  most  enlightening.  This  seems 
to  offer  a very  promising  approach  in  other- 
wise refractory  cases  of  obesity.  Pharmaco- 
logical approach  is  analyzed  with  generally 
discouraging  results  for  long  term  success,  but 
it  is  hoped  that  new  and  more  effective  drugs 
will  become  available  in  the  future.  The 
final  chapter  is  on  the  jejunal  bypass  followed 
by  an  appendix  giving  advice  to  patients  un- 
dergoing intestinal  bypass.  After  reading  the 
advice  I can’t  imagine  anyone  selecting  this 
method  of  weight  reduction  when  so  many 
other  avenues  are  open  to  them. 

As  a formerly  fat  urologist,  I can  only  say 
that  my  personal  experience  indicates  that 
dietary  restrictions,  an  adequate  amount  of 
exercise,  and  a strong  motivation  will  achieve 
and  sustain  significant  weight  reduction  for 
most  obese  patients.  The  key  is  the  motiva- 
tional factor  and  that  probably  is  different  for 
each  individual  patient.  The  perceptive  phy- 
sician with  the  full  knowledge  of  the  material 
in  this  book  has  the  opportunity  to  selectively 
apply  this  knowledge  in  the  treatment  of  his 
varied  patients  with  this  distressing  problem. 
I commend  the  book  to  you. 

Norman  L.  Cannon,  M.D. 

Uf  uf 

THE  CONTROL  OF  THE  ONSET  OF  PUBERTY  edited 
by  Melvin  M.  Grumbach,  M.D.,  Gilman  D.  Grave, 
M.D.,  and  Florence  E.  Meyer,  M.D.,  John  Wiley  and 
Sons,  New  York,  1974.  484  pp.  Ulus.  Price  $22.50. 

I had  assumed  from  the  title  of  this  book 
that  it  was  going  to  deal  primarily  vsdth  the 
clinical  problems  of  the  late  blooming  child 
(usally  male)  and  the  too  early  developing 
child  (usually  female).  Although  these  pa- 
tients are  touched  upon,  the  book  is  more  re- 
search than  clinical  in  orientation,  being  the 
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proceedings  of  a conference  on  the  subject 
sponsored  by  the  Growth  and  Development 
Branch  of  the  National  Institute  of  Child 
Health  and  Human  Development.  The  con- 
ference, by  100  physicians  and  others  who 
study  puberty  in  rats  and  humans,  was  de- 
signed to  “gather  the  available  information 
on  control  mechanisms  at  the  level  of  the 
central  nervous  system,  pituitary  gland, 
gonads  and  peripheral  tissues,  hormonal  inter- 
actions, and  the  hormonal,  metabolic  and  so- 
matic changes  affecting  or  associated  with  the 
transition  into  puberty.  A major  aim  was  to 
provide  a forum  for  animal  experimentalists 
and  clinical  investigators  to  compare,  contrast, 
and  reconcile,  when  possible,  species  variations 
as  well  as  similarities.” 

A reference  book,  and  not  a complete  one, 
for  clinicians  who  see  children  as  adolescents 
with  early  or  late  puberty. 


THE  ANATOMY  LESSON  by  Marshall  Goldberg, 
M.D.,  Putnam,  New  York,  1974.  306  pp.  Price 
$7.95. 

If  you  can  remember  back  to  your  own  feel- 
ings the  first  day  you  went  into  the  anatomy  I 
lab  and  made  the  acquaintance  of  your  ca- 
daver, you  will  enjoy  this  book.  Even  if  you 
find  it  credible  that  a medical  student  should 
become  obsessed  with  finding  the  cause  of 
death  of  his  cadaver,  you  will  probably  not 
believe  it  when  he  really  is  able  to  do  so  and 
there  is  murder  involved.  The  medicine  in 
the  book  is  impeccable.  The  story  line  is  in- 
credible. The  sex  scenes,  says  an  anonymous  | 
friend  of  mine  who  I believe  considers  himself 
expert,  are  stilted.  But  I could  almost  smell  i 
the  anatomy  lab  at  Penn  again  while  I read 
this  book.  And  I couldn’t  put  it  down. 

Bernadine  Z.  Paulshock,  M.D. 
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Speakers  on  Speakers  for  August  1975  on  the  Tuesday  radio  program  (11:05  a.m., 

“Ask  the  Doctor”  WDEL)  produced  by  the  Medical  Society  of  Delaware  are:  August  5,  Marvin 
V.  Andersen,  Jr.,  M.D.,  Infertility;  August  l2,  Harry  J.  Repman,  M.D., 
Chronic  Cystitis;  August  19,  William  J.  Holloway,  M.D.,  Venereal  Disease; 
August  26,  Charles  L.  Reese,  III,  M.D.,  Epilepsy. 

In  the  News  William  H.  Duncan,  M.D.,  Wilmington,  William  R.  Mast,  M.D.,  Dover,  and 
Palmarin  C.  Francisco,  M.D.,  Seaford,  have  been  appointed  to  the  Interim 
Comprehensive  Health  Planning  Council  by  Governor  Tribbitt. 


Stroke  Papers  The  Irving  S.  Wright  Award  will  be  presented  by  the  Stroke  Council  of  the 

Solicited  American  Heart  Association  to  the  author  of  a meritorious,  original,  and 

previously  unpublished  manuscript  based  on  clinical  or  laboratory  observa- 
tions in  the  field  of  cerebral  circulation  and  stroke.  The  author  must  be 
thirty-eight  years  of  age  or  less  on  date  of  submission  of  application.  Dead- 
line date  for  submission  of  paper  is  a postmark  of  September  15,  1975. 
For  information  contact:  Division  of  Scientific  Affairs,  American  Heart 
Association,  44  East  23rd  Street,  New  York,  New  York  10010. 

NIH  Studies  Referral  of  patients  with  metastatic  breast  cancer  is  requested  for  studies 

by  the  National  Cancer  Institute  at  the  Clinical  Center,  National  Institutes 
of  Health,  Bethesda,  Maryland.  Patients  with  disseminated  breast  cancer 
will  be  considered  if  they  are  less  than  70  years  of  age  and  have  not  received 
prior  hormone  therapy  or  less  than  65  years  old  and  have  received  prior 
hormone  therapy;  have  received  no  prior  chemotherapy;  have  no  complicat- 
ing medical  disease;  and  have  evaluable  disease.  Patients  with  suspicious 
lesions  or  proven  breast  cancer  are  also  requested  for  study.  Referral  of 
operative  candidates  prior  to  surgery  is  desirable  but  postoperative  patients 
will  be  considered  if  they:  are  less  than  65  years  old;  had  primary  breast 
lesions  of  any  size  but  without  fixation  to  the  chest  wall  or  involvement  of 
the  skin;  underwent  a radical  or  modified  radical  mastectomy;  had  at  least 
one  histopathologically  positive  axillary  node;  and  had  no  evidence  of  disease 
outside  of  the  breast  and  axillary  contents.  Referral  of  patients  with  male 
breast  cancer  is  also  requested.  Patients  at  all  stages  of  disease  would  be 
potentially  acceptable  if  they  are  ambulatory,  under  65  years  of  age,  and 
in  otherwise  good  health.  For  information,  contact  Attending  Physician, 
Medicine  Branch,  National  Cancer  Institijite,  Clinical  Center,  Room  12N- 
226,  National  Institutes  of  Health,  Bethesda,  Maryland  20014,  or  call  (301) 
496-4916. 

Physicians  are  requested  to  refer  patients  for  a therapeutic  study  of  poly- 
myositis and  dermatomyositis  by  the  National  Institute  of  Neurological  and 
Communicative  Disorders  and  Stroke  at  the  Clinical  Center  in  Bethesda. 
Patients  will  be  hospitalized  at  the  Clinical  Center  for  initial  evaluaton  and 
initiation  of  therapeutic  protocol.  Patients  who  have  been  steroid  unre- 
sponsive are  particularly  welcome.  For  information  contact:  Dr.  W.  King 
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Engel,  Clinical  Center,  Room  lOD-20,  Ivjational  Institutes  of  Health,  Be- 
thesda,  Maryland  20014.  Telephone:  (301)  496-6191. 


CLINICAL  NOTICES  AND  MEETINGS 


Maternal  and 
fetal  Medicine 
Seminar 


Electromyography 

Congress 


American  College 
of  Physicians 


Cardiovascular 

Conference 


Johns  Hopkins 
Continuing 
Education  Courses 


The  First  Memorial  Ignatz  Semmelweis  Seminar  on  Pi’ogress  in  Maternal  and  Fetal 
Medicine,  sponsoi'ed  by  the  New  Jei’sey  Medical  School,  will  be  held  at  Great  Gorge, 
New  Jei'sey,  Septembei'  19-21,  1975.  For  information  write;  Leslie  Iffy,  M.D.,  Pro- 
gram Director,  Department  of  Ob-Gyn,  New  Jei'sey  Medical  School,  65  Bergen  Street, 
Newark,  New  Jersey  07107. 

The  American  Association  of  Electromyography  and  Electrodiagnosis  will  sponsor 
the  5th  International  Congress  of  Electromyography  at  the  Mayo  Clinic,  Rochester, 
Minnesota,  September  21-24,  1975.  For  information  wi-ite:  W.  C.  Wiederholt,  M.D., 
7010  Via  Valverde,  La  Jolla,  California  92037. 

A postgraduate  course  on  An  Electi’ophysiologic  Approach  to  the  Diagnosis  and 
Treatment  of  Cardiac  Arrhythmias  will  be  held  September  29- October  2,  1975,  in 
Philadelphia.  For  information  write:  Registi'ar,  Postgraduate  Courses,  ACP,  4200 
Pine  Street,  Philadelphia,  Pennsylvania  19104. 

The  Three  State  Regional  Meeting  (Delaware,  Maryland,  and  District  of  Columbia) 
of  the  American  College  of  Physicians  will  be  held  October  4,  1975,  at  the  University 
of  Maryland  Hospital,  Baltimore,  Maryland.  For  information  contact:  Richard  B. 
Hornick,  M.D.,  University  of  Maryland  Medical  School,  Division  of  Infectious  Diseases, 
29  S.  Greene  Street,  Baltimore,  Maryland  21201. 

The  8th  Annual  Cardiovascular  Care  Working  Conference  will  be  held  October  3-5, 
1975,  in  Atlantic  City,  New  Jersey.  The  program  will  consist  of  lectures  and  work- 
shops. For  information  write:  American  Heart  Association,  New  Jersey  Affiliate, 
1525  Morris  Avenue,  Union,  New  Jersey  07083. 

The  Johns  Hopkins  Medical  Institutions  have  scheduled  the  following  continuing  medi- 
cal education  courses:  Diagnostic  Ultrasound  in  Obstetrics  and  Gynecology,  September 
11-12,  1975;  Topics  in  Gastroenterology  and  Liver  Disease,  October  2-4,  1975;  Cur- 
rent Topics  in  Lung  and  Esophageal  Disease:  and  Practical  Medical  and  Surgical 
Consideration,  November  12,  1975.  The  courses  will  be  held  at  the  Turner  Auditorium 
Building  of  Johns  Hopkins  University.  For  information  contact:  Mrs.  Judy  Bur- 
bridge,  Administrator,  Office  of  Continuing  Education,  Johns  Hopkins  Medical  Insti- 
tutions, Turner  Auditorium,  Room  17,  720  Rutland  Avenue,  Baltimore,  Maryland  21205. 


CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


FOR  RENT:  Office  space  available.  Silverside  Road. 
Call  475-6465. 

OPHTHALMOLOGIST:  Board-certified,  NIH  special 


fellowship  in  Retinal  Hemodynamics  in  Diabetes 
Mellitus.  Military  obligation  completed.  Available 
July,  1976  on  completion  of  retina  fellowship  at  Wills 
Eye  Hospital. 
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■ According  to  her  major 
ii  jtoms,  she  is  a psychoneu- 
I’  patient  with  severe 
jl  3ty.  But  according  to  the 
j ription  she  gives  of  her 
!|  igs,  part  of  the  problem 
jl  sound  like  depression. 

I is  because  her  problem, 
iimgh  primarily  one  of  ex- 
(:  ve  anxiety,  is  often  accom- 
I bd  by  depressive  symptom- 
i »gy.  Valium  (diazepam) 
|ii)rovide  relief  for  both— as 
Ixcessive  anxiety  is  re- 
>,d,  the  depressive  symp- 
ji.  associated  with  it  are  also 
El  I relieved. 

j fhere  are  other  advan- 
e)  in  using  Valium  for  the 
[agement  of  psychoneu- 
lanxiety  with  secondary 
jbssive  symptoms:  the 
lotherapeutic  effect  of 
inm  is  pronounced  and 
' 1.  This  means  that  im- 
jement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


illance  because  of  their  predisposi- 
D habituation  and  dependence.  In 
iiancy,  lactation  or  women  of  child- 
ng  age,  weigh  potential  benefit 
St  possible  hazard. 

4utions:  If  combined  with  other  psy- 
opics  or  anticonvulsants,  consider 
I Jlly  pharmacology  of  agents  em- 
j d;  drugs  such  as  phenothiazines, 
'tics,  barbiturates,  MAO  inhibitors 
I ther  antidepressants  may  potentiate 
! tion.  Usual  precautions  indicated  in 
I Its  severely  depressed,  or  with  latent 
I ssion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  arriount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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RECENT  AMERICAN  CANCER  SOCIETY  RESEARCH  GRANTS 


As  the  Delaware  Cancer  Network  attempts 
to  further  develop  its  research  base,  it  is  im- 
portant to  recognize  the  already  existing  re- 
search that  is  presently  going  on  in  Delaware. 
Along  this  line,  the  National  Office  of  the 
American  Cancer  Society  has  recently  awarded 
grants  to  two  researchers  at  the  University  of 
Delaware  to  continue  their  work  as  described 
below: 

Dr.  James  Wei — Chemical  Engineering 

A means  of  improving  the  flow  of  anti-can- 
cer chemicals  to  the  tumor  site  is  the  thrust 
of  Dr.  Wei’s  work.  He  has  been  awarded  a 
one-year  renewal  of  his  American  Cancer  So- 
ciety research  grant. 

Powerful  anti-cancer  drugs,  such  as  metho- 
trexate, kill  cancer  cells  or  disrupt  their  in- 
ternal machinery  so  that  they  no  longer  func- 
tion, but  they  sometimes  are  not  successful  for 
two  reasons:  The  chemicals  do  not  reach  the 
interior  of  the  tumor  and  all  the  cells  are  not 
destroyed,  or  the  cancer  cells  are  dividing  at 
a slower  rate  than  normal  cells  and  the  latter 
are  so  badly  damaged  that  treatment  must  be 
halted. 

Dr.  Wei  hopes  to  develop  a model  system 
that  can  be  harnessed  to  a computer  to  show 
which  kinds  of  drugs  can  be  predicted  to  pene- 
trate various  kinds  of  cells.  The  data  to  be 
collected  through  experiments  on  animals  will 
include  the  rate  of  blood  flow  in  the  tissues 
surrounding  a new  tumor  growth  and  those 
of  far  advanced  tumors. 

One  of  the  research  goals  is  to  investigate 
necrotic  tissue — cancer  cells  that  perish  by 
themselves  because  of  lack  of  nutrition  as  the 
cancer  grows.  The  effect  is  believed  to  be  due 


to  degeneration  of  the  blood  supply  as  blood 
vessels  are  destroyed  by  the  growing  cancer. 
A thorough  knowledge  of  this  development  as 
cancer  progresses  could  provide  leads  for  a 
technique  that  could  help  destroy  the  tumor. 

Dr.  Roberta  Colman — Biochemistry 

A new  class  of  man-made,  anti-cancer 
chemicals  is  being  sought  by  Dr.  Colman, 
Professor  of  Biochemistry,  and  her  colleagues, 
with  support  from  an  American  Cancer  So- 
ciety research  grant. 

Several  different  approaches  to  halting  can- 
cer growth  by  chemicals  are  now  widely  used, 
including  compounds  that  simply  poison  can- 
cer cells  or  compounds  that  interfere  with 
cellular  metabolism,  or  alkylating  agents  that 
substitute  a group  of  elements  for  a hydrogen 
atom.  Dr.  Colman’s  present  program  is  aimed 
at  producing  a new  class  of  alkylating  agents 
that  will  be  more  effective. 

One  of  the  problems  with  chemotherapy  in 
cancer  is  the  effect  of  the  anti-cancer  chemicals 
on  normal  cells.  Destruction  of  cancer  cells 
during  their  process  of  reproduction  also  af- 
fects normal  cells,  some  of  which  are  also  be- 
ing reproduced.  One  of  the  goals  of  Dr.  Col- 
man’s program  is  to  eventually  develop  agents 
that  would  more  selectively  attack  cancer  cells 
during  a stage  of  reproduction  when  they  are 
more  vulnerable  than  normal  cells. 

Studies  are  being  made,  particularly  of  en- 
zymes which  participate  in  vital  steps  of  the 
cell’s  building  processes,  to  identify  specific 
points  of  attack  for  the  new  chemical  agents 
which  will  be  designed  especially  for  that  pur- 
pose. 


This  page  is  sponsored  by  the  Cancer  Coordination  Office  funded  through  an  NCI  Planning  Grant. 
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To  the  physician 
with  his  head  in  the 
ciocids  and  his  feet 
on  the  ground. 


ffir  Force 

Aerospace  Medicine 
is  just  what  the 


Adding  wings  and  a uniform  to  your  profession  won’t  change' your 
career  — much.  You’ll  be  a doctor  with  all  the  advantages  of  an 
Air  Force  officer.  That  includes  an  opportunity  to  learn  the  latest 
about  Aerospace  Medicine  and  a chance  to  fly  and  observe  aircrew 
-members  — adding  a new  dimension  to  your  medical  career.  You’ll 
have  a thriving  practice,  not  dependent  on  the  ability  to  pay.  You’ll 
find,  too,  that  with  our  group  practice  setting  you  should  have'  more 
time  for  your  family  and  the  many  recreational  facilities  that  most 
bases  have.  Included  is  a liberal  annual  vacation  plan. 

Examine  your  opportunities  now 


Mail  the  coupon  below  for  all  the  information. 

6701  ELKRIDGE  ROAD 
LINTHICUM  HEIGHTS,  MD  21090 
CALL:  301/962-3641  or  962-3642 

Name Social  Security  No. 

Address.^ 

City 

State Zip Phone 

Specialty 

Date  of  Birth 

AIR  FORCE.  Health  Care  At  Its  Best. 
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AN  UNUSUAL  CAUSE  OF  STILLBIRTH:  MATERNAL 
HEMORRHAGE  FROM  ANKLE  VARICOSITY 


Louisa  S.  Batman,  M.D. 
ISADORE  SlOVIN,  M.D. 


While  varicose  veins  represent  a common 
complication  of  pregnancy,  they  do  not  often 
present  a life-threatening  problem  to  mother 
or  infant.  The  purpose  of  this  paper  is  to  re- 
port an  instance  of  intrauterine  death  as  a re- 
sult of  hemorrhage  from  a superficial  varicosity 
of  the  ankle.  A search  of  the  literature  has 
not  disclosed  a previously  reported  case. 

Case  Report 

S.B.G.,  a 28-year-old  married  black,  gravida 
3,  para  2-0-0-2,  whose  two  previous  pregnan- 
cies had  been  uncomplicated,  was  brought  to 
the  Emergency  Room  in  shock  and  unable  to 
give  a history  on  June  14,  1973  at  approxi- 
mately 34  weeks’  gestation.  At  her  first  prena- 
tal visit  during  this  pregnancy,  on  February  21, 
1973,  her  height  was  170  centimeters  (5’7”) 
and  weight  69.8  kg  (154  lbs.).  Uterine  size 
was  recorded  as  compatible  with  a 20-week 

Dr.  Batman  was  Chief  Resident  in  the  Obstetrics-Gynecology 
Department,  Wilmington  Medical  Center,  when  this  article  was 
written.  She  is  presently  in  private  practice  in  Wilmington. 


Dr.  Slovin  is  a Senior  Attending  physician  in  the  Obstetrics- 
Gynecology  Department,  Wilmington  Medical  Center,  and  is  a 
Clinical  Assistant  Professor,  Obstetrics-Gynecology,  Jefferson  Medi- 
cal College,  Philadelphia. 


gestation  and  fetal  heart  tones  were  audible. 
Seven  weeks  before  the  June  episode  her  hemo- 
globin was  10.6  gm/100  ml. 

On  arrival  in  the  Emergency  Room  her 
blood  pressure  and  pulse  were  not  obtainable. 
The  presumptive  diagnosis  was  vaginal  bleed- 
ing; intravenous  fluids  and  nasal  oxygen  were 
administered.  Twenty  minutes  later  her  blood 
pressure  was  50/?,  and  her  pulse  and  heart 
rate  were  too  rapid  to  count.  She  was  restless 
and  only  partially  responsive.  A uterine  souffle 
was  present,  but  fetal  heart  tones  were  not 
heard  with  either  a fetoscope  or  Doptone.  Ex- 
amination of  the  patient’s  external  genitalia 
revealed  no  evidence  of  fresh  or  old  blood.  On 
the  inner  surface  of  her  right  ankle  there  was 
a varicosity  with  a small  superficial  ulceration; 
dried  blood  was  present,  but  there  was  no 
fresh  bleeding.  The  leg  was  mildly  edematous 
with  multiple  varicosities. 

Initial  laboratory  studies  showed:  Hemo- 
globin 6.8  gm/100  ml;  platelets  180,000; 
WBC  16,400;  BUN  8.5  mg/lOOcc,  and  fibrino- 
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gen  490  mg/100  ml.  Fifty  minutes  after  ad- 
mission, the  patient’s  vital  signs  became  stable, 
and  she  regained  consciousness.  She  then 
volunteered  that  her  three-year-old  son  had 
kicked  her  on  the  right  ankle  one  hour  prior 
to  her  admission  to  the  Emergency  Room. 
This  had  caused  severe  bleeding  from  the 
ankle  varicosity. 

There  was  difficulty  in  obtaining  whole  blood 
for  transfusion  because  of  the  presence  of  an 
anti-I  antibody;  however,  three  units  were  ob- 
tained and  started  four  and  a half  hours  after 
admission.  Mild  contractions  began  eight  and 
a half  hours  after  admission,  at  which  time 
the  cervix  was  2 cm  dilated,  the  membranes 
intact,  and  the  vertex  presenting  a minus  3 
station.  No  fetal  heart  tones  were  heard; 
labor  did  not  progress. 

The  following  day,  hemoglobin  was  8.2  gm/ 
100  ml  and  hematocrit  26%;  two  additional 
units  of  blood  were  given. 

Regular  contractions  began  56  hours  after 
admission.  The  cervix  was  then  2 cm  dilated, 
the  membranes  were  intact,  and  the  vertex  was 
at  minus  2 station.  Two  hours  and  16  minutes 
later  the  cervix  was  completely  dilated,  and 
the  membranes  were  bulging.  After  another 
two  minutes  a macerated  4.373  kg  (7  lb  7 oz) 
stillborn  female  was  delivered  spontaneously 
under  general  anesthesia. 

The  placenta,  which  weighed  520  grams  and 
was  17  cm  in  diameter,  showed  no  signs  of 


abruption.  There  were  three  vessels  in  the 
cord.  Histologically,  the  placenta  was  mature 
without  evidence  of  inflammation.  The  still- 
birth was  attributed  to  intrauterine  anoxia 
secondary  to  maternal  shock  caused  by  hemor- 
rhage from  a traumatized  varicose  ulcer  of 
the  leg. 

The  patient  was  discharged  on  the  second 
day  following  delivery.  Final  laboratory 
studies  showed:  Hemoglobin  11.2  gm/100  ml; 
WBC  9,400;  platelets  135,000,  and  fibrinogen 
468  mg/100  ml. 

Summary 


Maternal  hypotension  with  subsequent  fetal 
anoxia  is  a recognized  cause  of  stillbirth.  We 
have  presented  what  we  believe  is  the  first 
reported  case  where  this  sequence  of  events 
occurred  secondary  to  bleeding,  from  a saphen- 
ous varix. 
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JAMES  TILTON 


For  thousands  of  years  armies  have  been 
defeated  as  often  by  epidemic  disease  as  by 
battle  wounds;  the  destructive  consequence 
of  war  on  sanitation  and  trade  has  always 
favored  the  spread  of  infection.  Military 
medicine,  aiming  to  treat  the  sick  as  well  as 
the  wounded  soldier,  developed  very  slowly. 
The  medical  establishments  of  all  the  major 
nations  of  Europe  were  non-existent  or  poorly 
organized  throughout  most  of  the  17th  and 
18th  centuries'  although  several  attempts  had 

Portrait  of  James  Tilton  by  Bass  Otis  painted  about  1815. 

Dr.  Wooden,  who  is  a family  practitioner  in  Wilmington,  is  a 
Tjedical  historian  and  bibliophile. 


been  made  by  rulers,  commanders,  and  phy- 
sicians to  form  a well  balanced  army  medical 
department.-  Some  of  the  major  advance- 
ments were  made  by  Frederick  the  Great  in 

See  editorial  com  ment  on  page  449. 

the  development  of  the  Prussian  army  and  also 
by  Counte  de  Herman  Maurice  Saxe  (1696- 
1750)  in  the  organization  of  the  French  army. 
Several  outstanding  British  physicians  in  this 
respect  were  James  Lind,  a naval  surgeon,  and 
Sir  John  Pringle  and  Richard  Brocklesby,  both 
army  surgeons.^ 


August,  1975 


429 


Delaware  Medical  Journal 


The  British  army  in  the  18th  century  had  a 
Physician  General  and  a Surgeon  General, 
both  of  whom  were  civilian  doctors  appointed 
by  the  Crown.  They  usually  gave  little  direc- 
tion to  the  medical  establishment  in  the  fieid.^ 
The  chief  medical  officer  in  the  field,  appointed 
by  the  commander-in-chief,  was  in  charge  of 
the  medical  department,  and  as  purveyor  of 
medical  supplies  had  an  easy  way  of  increasing 
his  own  personal  wealth  at  the  expense  of  the 
troops.  The  military  physician,  whether  he 
was  the  chief  surgeon  of  a hospital  or  a regi- 
mental surgeon,  had  no  command  function; 
in  reality  he  ranked  below  an  ensign  and  was 
in  fact  equivalent  only  to  a warrant  officer.^ 
To  the  average  officer,  the  military  doctor  was 
an  unwillingly  tolerated  noncombatant,  use- 
ful, of  course,  after  an  action  to  remove  the 
human  debris,  but  otherwise  almost,  if  not 
quite,  a positive  nuisance. 

There  was  no  provision  for  vehicles  of  any 
kind  to  follow  the  field  hospital  for  movement 
of  personnel  or  to  collect  the  wounded  follow- 
ing a battle.  In  the  British  army  all  vehicles 
had  to  be  commandeered  from  the  neighbor- 
hood population.^  There  were  no  regular  en- 
listed troops  assigned  to  the  hospital;  when 
required,  they  were  detailed  from  the  line  com- 
panies. When  ill  or  wounded,  officers  picked 
their  own  surgeon  and  were  required  to  pay 
him  from  their  own  income.  The  enlisted  men 
had  a small  amount  of  money  taken  from  their 
salary  each  month  to  contribute  to  the  surgeon 
for  their  care. 

In  the  Prussian  army  the  doctor  could  be 
cane-whipped  like  a common  soldier  for  failure 
to  please  his  officers  or  for  other  minor  offenses. 
Marked  class  distinction  existed  between  offi- 
cers and  enlisted  men,  especially  in  the  French 
army.  As  late  as  1781,  it  was  necessary  for 
an  applicant  for  the  French  officer  corps  to 
prove  that  he  came  from  generations  of  no- 
bility in  order  to  qualify.^-'* 

Other  evidence  of  inadequacies  could  be 
cited,  but  this  short  summary  should  suffice 
to  provide  an  explanation  of  the  condition  of 
the  medical  departments  of  the  contesting 
armies  during  the  American  Revolution. 


At  the  time  of  the  outbreak  of  hostilities  in 
the  American  colonies  in  1775  the  Colonial 
Militia  was  without  an  organized  medical  de- 
partment. Surgeons  were  engaged  locally  as 
the  occasion  demanded  for  the  care  of  the  sick 
and  wounded.  The  Boston  Militia  medical 
department  (hospital)  was  organized  along 
the  lines  of  the  British  regimental  hospital. 
This  was  true  because  a number  of  the  colonial 
physicians  had  either  served  with  the  British 
Regulars  or  had  observed  their  organization 
during  the  Colonial  Wars  in  North  America. 

Soon  after  General  George  Washington  was 
appointed  Commander-in-Chief  of  the  Conti- 
nental Army,  he  went  to  Boston  to  assume 
command  of  the  troops.  One  of  his  first  acts 
was  to  inspect  the  camps,  fortifications,  and 
hospitals  of  the  mixture  of  militia  troops  sur- 
rounding the  town.  Finding  several  deficien- 
cies in  the  preparaton  of  the  medical  organ- 
izations, he  wrote  a letter  to  the  Continental 
Congress  in  which  he  stated  that  there  was  in 
effect  no  medical  administrator  for  the  army 
and  that  an  army  medical  department  should 
be  organized  at  once.  On  July  27,  1775  the 
Continental  Congress  passed  an  Act  for  the 
Establishment  of  the  Hospital,  literally  a medi- 
cal department.®  This  hospital,  modeled  com- 
pletely on  the  British  system,  was  to  provide 
medical  coverage  for  20,000  men.  It  provided 
for  a Director  General  and  a Chief  Physician 
and  their  attending  staff,  and  defined  their 
positions  and  pay.  This  medical  organization 
existed  until  1777,  when  the  rank  and  pay  of  \ 
the  hospital  surgeons  and  regimental  surgeons 
and  mates  were  re-evaluated  and  their  pay  | 
increased.®  The  complete  resolution  passed  ! 
by  Congress  April  7,  1777  can  be  found  in  L.  | 
C.  Duncan’s  book,  Medical  Men  in  the  Ameri- 
can Revolution.^ 

The  purpose  of  this  paper  is  to  present  an 
appraisal  of  the  work  of  the  Revolutionary 
War  Surgeon,  Doctor  James  Tilton,  with  a 
presentation  of  his  ideas  of  sanitation  and 
medical  department  organization.  It  is  largely 
based  on  previously  unpublished  material. 

James  Tilton  was  born  near  Dover,  Dela- 
ware on  the  1st  of  June,  1745.  He  attended 
the  College  of  Philadelphia  from  which  he  re- 
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ceived  his  M.D.  degree  in  1771.  With  the 
formation  of  the  Delaware  Regiment  under 
Colonel  John  Haslet,  he  volunteered  his  serv- 
ices as  regimental  surgeon  in  August  1776, 
and  served  with  distinction  through  the  bat- 
tles of  Long  Island  and  White  Plains.  It  was 
at  this  time  that  he  was  promoted  from  regi- 
mental to  hospital  surgeon,  serving  in  this  ca- 
pacity until  the  end  of  the  war.'^  Having  sup- 
ported the  sick  and  wounded  of  the  army  fol- 
lowing the  battle  of  Trenton,  he  established 
a hospital  in  Princeton,  New  Jersey.  While 
treating  a large  number  of  patients  with 
“bloody  flux”  (probably  typhoid  fever),  he 
contracted  the  same  disease  and  almost  died. 
He  requested  a furlough  to  convalesce  from 
this  illness,  and  during  this  recovery  period  he 
visited  several  general  hospitals  in  the  Bethle- 
hem, Pennsylvania  area,  where  almost  every 
soldier  admitted  died,  and  recorded  their  filth, 
crowding,  and  deplorable  conditions.® 

Upon  returning  from  furlough,  he  estab- 
lished a general  hospital  at  Morristown,  New 
Jersey,  General  Washington’s  winter  head- 
quarters. It  was  at  this  hospital  that  Tilton 
constructed  what  have  been  called  “Indian 
Huts”  and  developed  other  hygienic  programs 
for  the  better  care  of  the  sick  and  wounded. 
The  Indian  Hut  was  made  in  such  a way  as 
to  provide  adequate  ventilation  around  the 
patient,  and  in  cold  weather  smoke  from  the 
stove  could  circulate  around  the  walls  and  out 
a hole  in  the  roof.  This  simple  technique 
lowered  mortality  from  infection  remarkably.® 

While  at  Morristown,  Dr.  Tilton  was  re- 
quested by  the  medical  committee  of  the 
Continental  Congress  to  submit  a plan  for  the 
best  conduct  of  military  hospitals.^®  During 
most  of  1780  he  was  in  contact  with  the  com- 
mittee to  foster  his  idea  of  promotion  by 
seniority  and  other  important  ideas  relevant 
to  the  establishment  of  a medical  department.® 

In  the  early  spring  of  1781  he  delivered  his 
report  in  person  to  the  medical  committee  of 
the  Continental  Congress.  The  committee 
consisted  of  Mr.  Gerardus  Clarkson,  Dr.  James 
Hutchinson,  and  Mr.  John  Jones.^^  This 
committee  made  a favorable  report  on  Tilton’s 
plan,  forwarding  a summary  of  their  findings 


to  Robert  Morris,  Superintendent  of  Finance, 
on  August  30,  1781.  This  communication  is 
still  on  file  in  the  State  Department  in  Wash- 
ington bearing  the  notation  “N.B.  Dr.  Tilton’s 
Plan  is  missing.”^®  (Appendix  B) 

A manuscript  copy  of  Dr.  Tilton’s  missing 
report  has  been  located.*^®  (See  Appendix  A 
and  Figure  1) 

Undoubtedly  Dr.  James  Tilton’s  Plan  is 
either  the  first  or  one  of  the  first  detailed  ar- 
rangements for  a medical  department  of  an 
army;  it  also  reviews  the  best  suggestions  of 
earlier  writers  on  the  subject. 


Tilton  should  be  respected  as  one  of  the 
first  physicians  to  actively  put  into  execution 
measures  against  contagion  in  the  military 
hospitals.  His  high  order  of  administration 
became  a pattern  for  the  medical  organization 
of  the  armies  of  most  of  the  European  nations. 


Author’s  Note 

*At  the  meeting  of  the  American  Association  for  the  History  of 
Medicine  in  1972  Dr.  Morris  H.  Saffron  told  me  he  was  sure 
the  Tilton  document  existed  and  that  he  had  heard  of  it  during 
his  research  for  his  biographical  writings  on  Samuel  Closey,  M.D., 
an  early  professor  at  King’s  College  in  New  York.  He  suggested 
that  I write  the  New  York  Historical  Society  requesting  a search 
for  the  document.  In  due  time  a letter  arrived  informing  me 
that  the  document  had  been  located;  it  was  in  poor  condition,  but 
felt  that  microfilm  could  be  made. 

This  document  apparently  had  been  returned  by  Mr.  Robert 
Morris  to  one  of  the  committee  members  after  he  had  read  it 
and  eventually  it  found  its  way  to  an  autograph  document  dealer 
in  Albany,  N.Y.,  from  whom  the  New  York  Historical  Society 
acquired  it;  it  had  been  in  their  files  for  years,  unnoticed. 

I obtained  a microfilm  copy  and  had  it  reproduced  and  enlarged. 
With  some  difficulty  i\Irs.  Wooden  and  I read  it  and  prepared 
a true  cvopy  of  the  hand  written  document.  In  August  1974,  at 
the  24th  International  Congress  of  History  of  Medicine  meeting  in 
Budapest,  Hungary,  I delivered  a short  paper  on  its  contents  and 
its  value  to  medical  historians. 
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Appendix  A 

AEconomical  observations,  pointing  out  the 
leading  principles  to  be  observed  in  forming  a plan 
for  conducting  military  hospitals;  with  a plan  of 
arrangement,  formed  upon  those  established  prin- 
ciples, humbly  proposed  to  congress,  as  adapted 
to  the  new  establishment  of  the  american  army. 
By  J.  Tilton  M.D.  Hospital  Physician.  1 January 
1781. 

It  is  remarkable,  that  none  of  the  military  writers 
have  paid  much  attention  to  the  regulation  of  military 
hospitals;  and  while  every  other  branch  of  army-ar- 
rangements is  digested  into  method  and  system,  yet 
this  is  still  unsettled,  different  in  almost  every  service, 
changeable  & to  be  learned  at  the  commencement  of 
every  war.  Sir  John  Pringle  and  Doctor  Monro  seem 
to  be  the  first  writers  who  have  attempted  any  thing 
of  essential  use,  even  to  the  medical  Gentlemen  of  the 
army;  and  Doctor  Brocklesby  is  the  only  author  that  I 
have  met  with,  who  has  wrote  upon  the  subject  of 
military  hospitals,  with  a special  regard  to  statesmen 
and  commanding  officers.  This  learned  & candid 
physician  was  the  immediate  successor  of  Sir  John 
Pringle,  as  principal  and  head  of  the  medical  depart- 
ment, in  the  british  army.  He  wrote  from  practical 
observation,  and  has  given  us  some  general  hints  that 
do  him  great  honor.  But  the  good  Doctor  lived  under 
a monarchial  government,  where  it  was  dangerous  to 
give  the  least  disturbance  to  favourites,  and  frankly 
confesses,  that  he  was  long  retarded  in  his  intention 
of  writing,  for  fear  of  altercation  in  the  department; 
and  seems  at  last  to  be  stinted  in  his  design,  rather 
than  risk  his  own  case  and  conveniency. 

I wish  T had  Doctor  Brocklesby’s  abilities  to  execute 
a design  like  his.  I should  then,  indeed  rejoice  in 
the  advantage  I have  over  him,  of  time  & place.  I 
write  under  a republican  government,  where  the  first 
principle  of  my  education,  the  love  of  my  country, 
teaches  me  to  banish  every  fear,  as  well  as  every 
selfish  consideration,  that  comes  in  competition  with 
the  public  good;  and  at  a time  of  general  reform  of 
the  army,  when  I am  led  to  believe,  that  every  honest 
endeavour  will  be  acceptable  to  virtuous  rulers,  and 
the  simple  garb  of  truth  will  render  my  style  most 
agreeable. 

Zeal  alone,  however  will  not  render  me  of  sufficient 
authority;  especially  in  connection  with  acknowledged 
incapacity.  But  if  a diligent  application  to  all  the 
duties  of  a prescribing  surgeon  for  five  years  past, 
and  having  served  in  a regiment  as  well  as  the  hos- 
pital, so  as  to  become  acquainted  with  the  duties  of 
every  station,  can,  in  any  wise,  compensate  for  my 
moderate  abilities  and  give  some  weight  to  my  ob- 
servations, I hope  to  establish  them,  by  pertinent 
quotations  from  the  best  authorities:  and  it  will  make 
me  extremely  happy  to  succeed  so  far  in  my  design, 
as  to  render  it  acceptable  to  congress,  and  through 
them  advantageous  to  the  army. 


It  is  now  an  established  maxim  that  the  direction 
of  the  practice,  and  the  purveyorship  of  the  hospitals 
should  be  entirely  distinct  & separate  in  difFerent 
hands,  so  as  to  be  a check  upon  each  other.  We  need 
not  have  paid  so  dear  for  our  instruction  upon  this 
head,  had  the  least  attention  been  given  to  the  salu- 
tary advice  of  Doctor  Monro,  who  expressly  says, 

"The  directing  and  purveying  branches  ought  never 
to  be  entrusted  to  the  same  person,  as  the  temptation 
of  accumulating  wealth,  has  at  all  times,  and  in  all 
services,  given  rise  to  the  grossest  abuses,  which  have 
been  of  great  detriment  to  the  service,  as  well  as  the 
poor  wounded  & sick  soldiers,  and  has  occasioned  the 
loss  of  many  lives.  And  therefore  neither  the  phy- 
sician general  nor  any  of  the  physicians  or  surgeons 
of  the  army,  or  any  other  person  concerned  in  the 
direction  of  military  hospitals  ought  ever  to  act  as 
purveyor  or  commissary;  nor  ought  they  ever  to  have 
any  thing  to  do  with  the  accounts,  contracts  or  any 
other  money  affairs  relating  to  the  hospital;  and  if 
ever  they  be  found  to  intermeddle  in  these  affairs, 
they  ought  to  be  immediately  dismissed  the  service.” 

"Tfie  purveying  or  commissariate  branch  ought  to 
be  entirely  distinct  from  the  physical.  The  pur- 
veyors or  commissaries  ought  punctually  to  obey 
whatever  orders  they  receive  from  the  physicians  or 
surgeons;  to  provide  every  thing  for  the  hospital; 
and  their  accounts  ought  to  be  controled  by  such 
persons  as  the  government  may  think  proper.” 

It  would  seem  to  be  unnecessary  to  make  so  long 
a quotation  in  support  of  a point  settled  as  long  ago 
as  the  beginning  of  the  campaign  of  1778.  But  am 
I not  warranted  from  hence,  to  suggest  to  congress 
what  Xenophon  ranks  among  the  virtues  of  Cyrus; 
that  previous  to  the  war,  he  selected  the  ablest  & 
most  disinterested  physicians  to  preconcert  proper 
plans  for  the  management  of  the  sick,  and  after  they 
had  performed  their  task,  dismissed  them  with  suit- 
able rewards?  And  may  I not,  consistent  with  per- 
fect decency  & respect,  compare  the  conduct  of  this 
wise  prince,  with  the  practices  of  modern  times,  when 
a Director  General  alone  (or  with  the  advice  of  a few 
interested  persons)  is  called  upon  to  form  a plan  for 
conducting  the  hospitals,  which  he  himself  is  to  ex- 
ecute; in  the  formation  of  which,  he  may  be  entirely 
diverted  from  the  most  salutary  methods  of  curing 
the  sick,  to  plans  of  gain,  big  with  all  the  fatal  con- 
sequences mentioned  by  Doctor  Monro? 

I mention  it  not  with  design  to  reflect  on  any  man, 
that  in  the  fatal  year  1777,  when  the  Director  Gen- 
eral had  the  whole  direction  of  practice  in  our  hos- 
pitals, as  well  as  the  entire  disposal  of  all  the  stores, 
he  was  interested  in  the  increase  of  sickness  and  the 
consequent  increased  expense,  so  far  at  least,  as  he 
could  be  profited  by  a greater  quantity  of  money 
passing  through  his  hands.  Even  at  that  time  he 
might  have  done  the  best  he  could,  though  congress 
did  not  chuse  to  trust  him  any  longer  with  the  same 
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inordinate  powers,  and  I trust  will  never  again  lay 
any  man  under  the  same  temptations.  But  the  sole 
use  I would  wish  to  make  of  this  observation  is,  to 
remind  congress,  that  notwithstanding  the  evident  & 
striking  impropriety  of  loading  any  one  man  with 
powers  so  multiplied  & dangerous  in  their  tendency, 
yet  it  was  found  to  be  very  difficult  to  wr^st-any 
part  of  them  from  the  director;  and  evexLwhen  con- 
gress had  ordained  that  the  direction  of  practice  & 
purveyorship  should  be  separated,  such  was  the  in- 
fluence of  interested  men,  that  the  utmost  efforts  of 
the  prescriptive  line  have  never  been  able  to  carry 
it  into  execution,  in  that  full  & complete  manner  in- 
tended by  congress;  and  hence  I would  wish  to 
awaken  congress  to  further  care  in  establishing  this 
leading  principle;  and  especially  to  excite  their  atten- 
tion to  several  other  great  out-lines  of  no  less  con- 
sequence in  the  aeconomy  of  milatary  hospitals,  which 
we  have  hitherto  utterly  disregarded,  and  which  I 
shall  proceed  to  take  notice  of. 

No.  1 

Having  no  written  instruction  as  to  the  propor- 
tion of  sick  or  the  subjects  proper  for  the  General 
Hospital,  it  is  of  great  importance  to  attend  carefully 
to  such  observations,  relative  to  this  matter,  as  we 
are  able  to  collect.  The  scale  of  the  hospitals  seems 
to  be  different  in  different  services.  The  french  make 
greater  hospital  provision  than  the  english,  and  the 
english  than  the  germans;  yet  the  french  lose  more 
men  of  camp  diseases  than  the  english,  and  the  eng- 
lish than  the  germans:  and  I may  add,  that  the  amerl- 
cans  have  outdone  all  their  predecessors  in  the  pomp 
& extravagance  of  their  hospital  arrangements,  and 
have  surpassed  all  other  nations  in  the  destruction 
and  havock  thereby  committed  on  their  fellow 
citizens. 

It  would  be  shocking  to  humanity  to  relate  the 
history  of  our  general  hospital,  in  the  years  1777  & 
1778  when  it  swallowed  up  at  least  one  half  of  our 
army;  owing  to  a fatal  tendency  in  the  system,  to 
throw  all  the  sick  of  the  army,  into  the  general  hos- 
pital; whence  crowds,  infection  & consequent  mor- 
tality too  affecting  to  mention.  I doubt  not  but 
humanity  at  first  dictated  the  ample  provision  made 
for  the  sick,  in  the  general  hospital;  but  we  should 
learn  from  our  experience,  to  contract  our  plan  into 
greater  simplicity;  and  to  make  it  the  interest  as  well 
as  the  duty  of  all  concerned  in  curing  the  sickj  to  send 
as  few  as  possible  to  general  hospital. 

If  it  should  be  alledged,  that  for  two  campaigns 
past,  our  hospitals  have  had  better  success;  I answer, 
that  since  the  battle  of  monmouth,  our  army  has  not 
been  so  much  harrassed  by  hard  duty,  as  before;  and 
the  troops  being  veteran,  with  a variety  of  other 
circumstances  contributing  to  good  health,  the  whole 
sick  of  the  army  was  not  sufficient  to  croud  the  hos- 
pitals; and  had  a proper  proportion  only,  of  those, 
been  attended  in  hospitals,  it  would  not  only  have 


contributed  to  a still  more  successful  treatment  of 
the  sick;  but  it  would  have  abated  very  much  of  that 
extravagance,  which  has  ever  been  a reproach  to  the 
department. 

That  no  argument  may  be  wanting  to  shew  the 
propriety  of  lessening  the  proportion  of  sick  in  hos- 
plrals  Tn4  increasing  the  scale  of  regimental  practice, 
in  our  army,  1 am  happy  to  have  it  in  my  power  to 
adduce  two  of  the  best  authorities  in  europe,  in  point, 
as  to  this  matter. 

Sir  John  Pringle  e^^ects  his  readers  to  be  surprised, 
that  he  should  rank  the  hospitals,  irtTETrded  for  health 
& preservation,  among  the  chief  causes  of  sickness  & 
death,  in  an  army.  He  describes  a melancholy  scene 
of  Infection,  whose  pestilential  Influence  nothing 
could  suppress,  until,  by  General  order,  the  Hospitals 
at  Bruges  & Ghent  were  broke  up,  and  the  sick  dis- 
tributed in  small  parcels,  under  the  care  of  the  regi- 
mental surgeons.  The  Doctor  candidly  acknowledges 
this  was  done  from  the  sole  motive  of  frugality;  but 
that  it  had  the  more  happy  effect  of  preventing  any 
further  infection."' 

It  is  notorious,  that  the  King  of  Prussia  makes 
very  little  use  of  general  hospitals.  Wounds  and 
chronic  diseases  are  the  only  cases  he  suffers  to  be 
carried  any  distance  from  camp.  All  acute  diseases 
of  his  army  are  treated  by  the  regimental  surgeons, 
or  in,  what  he  calls,  his  field  hospital. — And  I am 
told  upon  good  authority,"' that  it  was  customary 
in  the  late  german  war,  for  the  hospital  staff  of  the 
british  army  almost  wholly  to  retire  to  England, 
during  the  winter.f 

It  would  appear  from  what  has  been  said,  that  the 
humane  & benevolent  design  of  large  & extensive 
hospital  accommodations  must  necessarily  be  defeated 
in  the  execution;  that  profusion  & extravagance  serve 
only  to  precipitate  destruction  & ruin;  and  that 
aeconomy  & frugality  are  necessary  to  the  success  of 
our  hospitals.  Paradoxical  as  this  may  seem  to  some, 
it  is  not  the  less  true.  The  observation  before  cited 
from  Sir  John  Pringle  is  pointedly  to  this  purpose. 
And  I appeal  to  all  the  experienced  officers  of  our 
army,  if  more  men  have  not  been  lost  by  death,  and 
otherwise  wasted  at  general  hospitals,  than  by  all 
other  contingences  whatsoever,  that  have  hitherto 
affected  the  army.  Is  it  not  then  high  time  to  con- 
tract our  plan,  more  conformable  to  the  prussian 
practice  before  cited? 

No.  2 

I hope,  from  these  considerations,  when  congress 
shall  again  revise  the  medical  department,  they  will 

’Wid.  Observ.  Chap.  3 & 4. 

""■‘'Dr.  Wm.  Brown,  late  physician  general  in  our 

Army. 

tThe  very  reverse  is  practiced  in  our  army;  the  regi- 
mental surgeons  generally  go  home  in  the  winter. 
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free  it  from  that  complexity,  which  has  hitherto  con- 
tributed very  much  to  croud  hospitals;  and  abolish- 
ing all  separate  departments,  and  every  distinction 
between  general  and  flying  hospitals,  will  arrange  the 
officers  of  the  hospital  into  one  corps,  connected  with 
the  army  rather  than  departments,  divisible  in  com- 
mon with  the  rest  of  the  army,  and  capable  of  an 
uniformity  of  conduct  in  all  the  armies  congress  may 
have  occasion  to  employ. 

Ho.  3 

The  flying  hospital  being  only  useful  when  the 
army  is  in  the  field,  should  be  a temporary  Institution. 
In  every  service,  except  ours,  it  is  considered  as  a 
branch  of  the  general  hospital,  under  the  same  com- 
mon head,  and  managed  by  the  same  set  of  officers, 
so  as  to  maintain  a reciprocal  & common  interest. 
This,  I must  confess,  is  very  different  from  the  powers 
given  to  the  chief  physician  of  our  army,  which  are 
such  as  exist  in  no  other  service;  making  the  flying 
hospital  a permanent  Institution  and  consequently 
a great  extravagance,  and  creating  a distinction  of 
Interest,  between  the  flying  & general  hospitals,  might, 
in  worse  hands  than  at  present,  be  attended  with 
dangerous  consequences  to  the  army. 

No.  4 

To  give  the  regimental  practice  weight  and  effici- 
ency, an  honorable  appointment  and  good  pay  are 
especially  necessary  to  the  surgeons:  and  if  certain 
perquisites  were  to  be  connected  with  the  practice, 
such  as  the  service  will  admit  of,  a two-fold  benefit 
to  the  army  would  naturally  flow  from  it.  Every 
surgeon  would  be  prompted  from  motives  of  interest, 
not  only  to  attend  such  patients  as  offered,  but  also 
to  excel,  in  skill  & success,  as  the  means  of  obtaining 
more. 

Doctor  Brocklesby,  who  lays  great  stress  on  the 
medical  character,  says  the  surgeon  should  be  con- 
sidered as  the  4th  officer  in  a regiment  or  next  in 
consequence  to  the  three  field  officers;  and  to  give 
him  that  weight  & Influence  necessary  to  extensive 
usefulness,  he  recommends  the  utmost  care  in  the 
manner  of  appointment.  The  method  he  most  ap- 
proves is,  by  a board  of  Physicians  of  the  army  (who 
are  certainly  the  best  Judges)  and  observes,  that 
very  mischievous  consequences  ensued  to  the  british 
army,  when  that  salutary  method,  by  some  neglect, 
fell  through,  and  the  appointments  were  made  by 
the  surgeon  general  only. 

But  Surgeons  of  ability,  such  as  are  able  to  pass 
the  scrutiny  of  a board  of  physicians,  cannot  be  re- 
tained in  the  service,  without  a valuable  consideration. 
Brocklesby,  after  proposing  that  the  surgeoncy  should 
be  increased  in  value,  by  the  manner  of  sale  & other- 
wise, concludes  with  this  observation.  "Such  a com- 
petency as  £25  0 per  annum,  in  time  of  peace,  would 
be  an  inducement  to  abundance  of  learned  and  in- 
genious men,  of  sufficient  science,  to  divest  themselves 


of  an  ^ition,  and  to  quit  the  further  bustle  of  a 
busy  world,  for  the  means  of  a genteel  employment 
in  those  paths,  into  which,  from  their  first  out-setting 
in  life,  they  had  early  entered.” 

In  the  british  army,  every  officer  employs  what  sur- 
geon he  pleases  & pays  him  for  his  services.  There 
are  also  various  perquisites  to  the  regimental  surgeon 
from  the  private  men,  which  I am  not  perfectly  ac- 
quainted with.  I will  not  undertake  to  say  what 
perquisities  our  poor  army  can  afford  to  the  surgeons; 
perhaps  this  had  best  be  left  to  such  a board  as  fol- 
lows. 

Agreeable  to  the  Ideas  of  Doctor  Brocklesby,  I 
would  propose  the  Director  and  any  three  hospital 
Surgeons  to  be  a medical  board,  of  which  a field  officer 
should  always  sit  as  president.  It  should  meet  statedly 
once  a month  and  occasionally  by  order,  as  may  be 
found  necessary.  They  should  be  authorized  to  di- 
gest rules  and  carry  into  execution,  everything  relative 
to  the  medical  department.  But  no  act  of  theirs 
should  be  valid  or  have  effect,  until  issued  in  orders, 
with  the  consent  & approbation  of  the  commander. 

The  advantages  of  such  a board  are  too  numerous 
& obvious,  to  require  particular  mention.  Congress 
are  too  distant  and  commonly  too  much  engaged  to 
attend  to  special  exigences  of  the  hospital;  this  board 
would  be  always  at  hand,  and  would  have  nothing 
to  divert  it  from  its  proper  duty.  It  would  especially 
prevent  any  misunderstanding  between  the  officers 
of  the  line  & the  hospital,  and  bring  them  into  that 
perfect  concert  & harmony  most  advantageous  to  the 
sick. 

By  common  consent,  every  Regiment  is  furnished 
with  a Surgeon  & one  mate  at  least.  Sir  John  Pringle, 
who,  from  ample  experience,  was  induced  to  lay  great 
stress  on  the  regimental  practice,  recommends  that, 
in  time  of  war,  each  regiment  should  be  furnished 
with  a Surgeon  & two  mates,  lest  by  the  surgeon  or 
mate  falling  sick,  the  Regiment  should  suffer. 

No.  5 

But  we  have  no  established  rule  to  guide  us  with 
respect  to  the  proportion  of  hospital  surgeons  neces- 
sary for  an  army.  In  our  army  the  number  provided 
has  differed  from  4 to  40  or  SO.  We  know  most 
certainly  that  excessive  numbers  answer  no  valuable 
purpose;  that  in  this  as  well  as  every  other  extrava- 
gance, the  sick  are  injured  rather  than  benefitted. — 
After  mature  deliberation  I am  of  opinion,  that  one 
hospital  surgeon  to  every  division  of  the  army  would 
be  a good  proportion.  I am  told  there  are  13 
divisions  or  Major  General’s  command’s,  in  the 
whole  american  army:  and  I am  convinced,  from 
sufficient  observation,  that  the  same  number  of 
Surgeons  would  be  adequate  to  all  the  prescrip- 
tive duty  necessary,  in  the  hospitals,  of  the  several 
armies  employed  by  congress.  It  is  true  they  ought 
to  be  well  chosen  and  well  paid;  they  would  then 
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be  subject  to  strict  discipline,  and  would  do  sii 
the  duty  with  alacrity,  cheerfulness  & success. 

It  may  be  remarked,  that  I make  no  distinction  be- 
tween physicians  & surgeons,  regardless  of  the  British 
example,  by  some,  so  fondly  cited.  I know  that  in 
britain,  a high  degree  of  civilization  & Luxury  have 
divided  the  practice  of  physic  & surgery;  and  that 
after  the  fashion  of  their  country,  the  british  are  in 
some  measure  obliged,  to  put  these  professions  into 
different  hands  in  their  military  hospitals.  It  is,  how- 
ever, very  different  in  our  country,  where  every 
medical  gentleman  practices  both  professions;  and  it 
is  found  by  experience  in  our  army,  to  be  impractic- 
able to  separate  these  duties.  Doctor  Jones,  in  his 
useful  treatise  published  at  the  commencement  of  the 
war,  has  said  enough  to  dissuade  us  from  this  error. 
And  v/as  it  only  to  guard  against  complexity,  and  to 
render  our  system  simple  and  manageable,  and  con- 
sequently, better  fitted  for  the  inexperience  of  a 
young  army,  I vrould  abolish  the  distinction. 

For  all  the  purposes  of  good  order  and  subordin- 
ation, among  the  hospital  surgeons,  it  is  only  neces- 
sary to  number  them,  according  to  priority  of  ap- 
pointment. Nothing  is  more  certain  from  authority 
8c  experience,  than  that  every  surgeon  should  direct 
the  practice  of  his  own  hospital;  he  being  the  best 
Judge,  of  every  thing  necessary  for  his  own  patients. 
Hence  it  was,  that  the  physicians  general,  in  the  late 
arrangement,  held  perfect  sinecures.  And  from  a re- 
gard to  truth,  congress,  I hope,  will  pardon  the  ob- 
servation, that  the  invidious  distinction  made,  by  the 
new  arrangement,  between  hospital  physicians  and 
chief  hospital  physicians,  must  be  worse  than  useless, 
as  well  as  tm^ecedented. 

Every  hospital  surgeon  will  require  two  mates  to 
his  assistance,  who,  together  with  the  regimental 
mates,  should  be  appointed  with  a proper  regard  to 
their  opportunities  & medical  abilities. 

Ho.  6 

And  having  shown,  as  I apprehend,  that  the  direc- 
tion of  practice  and  purveyorship  of  hospitals  should 
be  separated  into  different  hands;  that  large  & ex- 
tensive hospital  plans,  with  complexity  of  system  are 
dangerous  to  an  army,  in  proportion  to  their  extrava- 
gance; that  simplicity  of  system  and  frugality  in  the 
aeconomy  of  hospitals  are  most  happily  connected 
with  success;  and  that  the  regimental  practice  should 
bear  a great  proportion  to  that  of  the  general  hos- 
pital; that  a regimental  surgeon  & one  mate  to  every 
regiment,  and  a hospital  surgeon  & two  mates  for 
every  division  or  Major  General’s  command,  in  the 
army,  are  a good  proportion  of  medical  officers;  that 
it  is  of  the  utmost  consequence  to  the  army  to  ob- 
tain able  surgeons,  by  a mode  of  appointment  that 
is  honorable;  and  to  retain  them  into  long  experience, 
by  sufficient  pay;  and  that  every  surgeon  ought  to 
be  interested,  as  much  as  |M>ssibie,  in  curing  the  sick; 


that  a load  of  titles  and  a high  degree  of  subordina- 
tion are  unnecessary  & inconvenient  to  the  medical 
staff;  and  that  numbering  the  surgeons,  according  to 
priority  of  appointment,  is  sufficient  for  good  order, 
in  the  hospitals;  I shall  next  proceed,  with  the  strict- 
est regard  to  these  established  principles  to  describe 

A plan  of  arrangement. 

There  shall  be  one  physician  in  chief  to  the  army 
and  Director  of  the  military  hospitals;  thirteen  Sur- 
geons & twenty  six  mates,  for  the  general  hospital; 
a surgeon  & one  mate  to  every  regiment;  an  apothe- 
cary & two  assistants;  and  a purveyor  and  one  assist- 
ant. 

Ne.  7 

The  physician  in  chief  and  any  three  or  more  hos- 
pital surgeons  shall  make  a medical  board;  of  which 
a field  officer  shall  sit  as  president.  It  shall  meet 
regularly  once  a month,  by  general  order,  or  oftener 
if  required  (requested?).  They  shall  appoint  the 
regimental  & hospital  mates;  and  shall  examine  & 
recommend  the  regimental  and  hospital  surgeons,  and 
none  but  those  recommended  by  the  board,  shall  be 
appointed  by  congress  to  vacancies.  It  shall  be  their 
special  duty,  from  time  to  time,  to  settle  the  propor- 
tions of  regimental  & hospital  practice;  and  to  make 
regulations  accordingly.  They  shall  prescribe  the  meas- 
ure for  supplying  the  sick  effectually,  with  medicine, 
stores,  provisions  etc.  It  shall  also  be  their  duty  to 
make  out  proper  estimates  for  the  purveyor,  inspect 
his  accounts  & transactions,  and  regulate  his  plan  of 
issues,  so  as  to  prevent  waste  & extravagance.  As  often 
as  required,  the  Director  shall  report  to  the  board  a 
full  State  of  all  the  hospitals  under  his  direction,  and 
receive  their  instructions.  This  board  shall  inquire  into 
all  complaints  brought  against  officers  of  the  depart- 
ment; and  present  to  a court  martial,  such  as  they  may 
think  deserving  of  censure.  And  this  board  shall  be 
authorized  to  digest  rules  and  carry  into  execution, 
every  thing  relative  to  the  medical  department:  pro- 
vided nevertheless,  that  no  regulation  of  theirs  be 
valid  and  take  effect,  until  issued  in  orders,  with  the 
consent  & approbation  of  the  commander.”' 

The  physician  in  chief  and  director  shall  have  a 
general  superintendency  & direction  of  practice  both 
in  camp  & in  hospitals.  He  shall  always  maintain  an 
office  near  head  quarters,  so  as  to  be  ready,  at  all  times, 
to  consult  & advise  with  the  commander  in  chief;  and 
to  distribute  the  necessary  advice  & direction  to  the 
Surgeons:  with  whom  it  shall  be  his  duty  to  corres- 
pond. With  the  concurrence  of  the  commander  in 

*Such  a board  as  this  was  established  in  the  british 
army  (1756)  at  the  request  & during  the  command 
of  his  Royal  Highness,  the  Duke  of  Cumberland; 
whom  Brocklesby  celebrates  for  his  "systematical 
Ideas  and  most  excellent  regulations  of  discipline." 
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chief,  he  may  establish  such  hospitals  as  the  service 
requires;  and  he  shall  dispose  of  the  officers  necessary 
to  conduct  them.  In  time  of  engagement  or  any 
emergency,  he  shall  call  into  the  field  as  many  hos- 
pital Surgeons  as  the  occasion  requires;  and  by  order 
of  the  General,  may  have  assistance  in  hospitals,  from 
the  regimental  surgeons. 

It  shall  also  be  the  special  duty  of  the  Director 
frequently  to  inspect  all  the  hospitals  under  his  direc- 
tion; to  see  that  they  are  managed  with  aeconomy  & 
success;  to  correct  all  abuses;  to  suspend  & bring  to 
trial  delinquent  officers;  and  to  make  monthly  returns 
of  the  sick  to  the  commander. 

In  the  absence  of  the  director  from  camp,  the  sur- 
geon eldest  in  appointment,  who  is  present,  shall  do 
his  duty. 

Every  Surgeon  shall  direct  his  own  hospital  agree- 
able to  the  regulations,  from  time  to  time  adopted 
by  congress  or  the  medical  board,  and  communicated 
to  him  by  the  director.  He  shall  be  authorized  to 
order  from  the  purveyor  or  his  assistant,  or  from  the 
commissaries  & quartermasters  of  the  army,  or  to  be 
purchased  from  the  neighbourhood,  whatever  is  neces- 
sary and  convenient  for  the  sick;  and  shall  be  account- 
able for  his  conduct  and  success  in  practice,  to  the 
director;  but  shall  not  be  dismissed  the  service  with- 
out due  form  of  trial. 

When  two  or  more  surgeons  are  on  duty  in  one 
hospital,  each  shall  act  independently  with  respect  to 
all  matters  relating  to  his  own  particular  charge,  and 
shall  be  accountable  to  the  director  only,  or  the  Sur- 
geon presiding  in  his  stead.  In  case  of  dispute,  with 
regard  to  any  matter  respecting  the  whole  hospital, 
the  Surgeon  of  senior  appointment  shall  control,  un- 
til the  matter  in  dispute  can  be  decided  by  the  direc- 
tor, or  in  his  absence,  the  presiding  Surgeon. 

The  regimental  Surgeons  shall  give  diligent  atten- 
tion to  such  regulations  as  may  be  established  respect- 
ing their  conduct,  & shall  manage  the  sick  of  their 
respective  regiments  accordingly;  and  shall  also  be 
accountable  to  the  physician  in  chief,  as  the  common 
head  of  the  medical  department. 

The  hospital  & regimental  mates  shall  observe  the 
direction  of  the  Surgeons;  and  shall  diligently  perform 
all  the  reasonable  duties  required  of  them,  for  the 
recovery  of  the  sick.  They  shall  also  make  out  re- 
turns of  the  sick,  for  the  surgeons  respectively,  agree- 
able to  such  forms  as  the  Director  shall  require. 

The  Apothecary  & his  assistants  shall  receive,  pre- 
pare & deliver  medicines.  Instruments  & dressings, 
and  other  articles  of  his  department,  to  the  hospitals 
& army,  on  orders,  in  writing,  from  the  director  or 
Surgeons.  He  shall  appoint  a proper  number  of  mates 
to  assist  him  in  his  duty;  and  shall  furnish  one  to 
every  hospital,  where  one  is  required  by  the  director. 


All  the  instruments  delivered  by  whose  order  so- 
ever obtained,  shall  be  paid  for,  at  prime  cost,  by  the 
surgeon  or  mate  receiving  them.*^ 

The  purveyor  shall  provide  all  necessary  medicines, 
utensils  & stores  of  every  kind,  that  may  be  ordered 
by  the  medical  board;  for  the  delivery  of  which  a 
written  order  from  the  director  or  a hospital  surgeon 
shall  be  his  voucher.  It  shall  also  be  his  duty  to  pay 
all  the  officers  of  the  hospital  and  every  debt  and  ex- 
pense of  the  sick  after  being  duly  certified.  For  these 
purposes,  he  shall  draw  money  from  the  treasury 
agreeable  to  the  estimates  given  him  by  the  medical 
board.  He  shall  settle  his  accounts  of  expenditure 
in  money,  every  three  months,  with  the  auditors  of 
accounts;  and  once  a month,  he  shall  lay  a state  of 
the  expenditure  of  stores,  with  the  stock  on  hand, 
before  the  medical  board. 

The  purveyor  shall  direct  the  conduct  of  his  assist- 
ant: and  by  advice  & order  of  the  medical  board,  shall 
appoint  each  other  assistants,  storekeepers  & clerks  as 
the  service  may  require. 

No.  8 

In  every  hospital  the  purveyor  or  his  assistant  shall 
appoint  a steward;  whose  duty  it  shall  be  to  purchase 
vegetables,  straw  & other  small  articles,  to  receive  the 
stores  & provisions  for  the  use  of  the  hospital  and 
deliver  them  agreeable  to  the  orders  of  the  prescribing 
Surgeons.  And  although  in  his  purchases  & issues  he 
is  to  obey  the  orders  of  the  prescribing  Surgeons;  yet, 
for  the  faithful  discharge  of  his  office,  he  is  to  be 
accountable  to  the  purveyor:  and  for  this  purpose 
he  shall  keep  separate  accounts  of  all  he  receives  from 
the  purveyors,  quarter  masters  & commissaries,  and 
of  what  he  purchases  himself  from  the  country;  and 
shall  render  an  account  of  all  his  issues,  monthly, 
with  his  stock  on  hand,  to  the  purveyor;  thus  to  en- 
able the  purveyor  to  lay  the  whole  monthly  expense 
of  the  hospital,  before  the  medical  board.  The  Stew- 
ards vouchers  shall  express,  not  only  by  whom  or- 
dered; but  by  whom  received  also.’’"’*' 

In  every  hospital,  the  Director  or  senior  surgeon 
present,  shall  appoint  a matron  & a proper  number 
of  Nurses,  to  be  under  the  direction  of  the  prescribing 
surgeons,  and  paid  by  the  purveyor. 

During  the  summer,  when  the  army  is  in  the  field, 
the  Director  shall  institute  a flying  or  field  hospital, 
in  the  rear  of  camp,  and  appoint  proper  surgeons  to 
take  direction  of  it:  considering  it  always,  as  a branch 

■'This  will  be  attended  with  two  good  consequences. 
Great  waste  will  be  prevented;  and  the  surgeons  will 
be  furnished  with  better  Instruments. 

’■■’■'May  we  not  thus  expect  a satisfactory  account  of 
the  stores,  from  the  time  they  go  out  of  the  pur- 
veyors hand,  until  consumed  by  the  patients;  which 
congress  have  never  obtained  by  any  plan  of  issues 
heretofore  practiced. 
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of  the  general  hospital  and  to  have  one  common 
regulation  & interest  with  it. 

One  Surgeon  at  least,  whom  the  General  may 
chuse’%  shall  always  reside  near  head  quarters,  to  at- 
tend the  General  and  staff  officers;  and  to  be  in  readi- 
ness for  any  emergency. 

When  a [four  or  five  illegible  words]  the  army  is 
sent  off  or  in  any  manner  becomes  a distinct  &c  sep- 
arate body  from  the  main  army,  the  medical  board 
shall  nominate  its  proportion  of  medical  staff,  of 
which  the  surgeon  oldest  in  appointment  shall  pre- 
side, with  all  the  powers  of  physician  in  chief  & direc- 
tor and  shall  form  a medical  board,  to  be  authorized 
as  before  mentioned:  and  when  two  armies  unite, 
having  each  a separate  board,  one  shall  dissolve  of 
course. 

No.  9 

When  officers  of  the  line  do  duty  in  hospitals,  the 
medical  board  shall  make  rules  for  their  conduct,  that 
they  may  not  interfere  with  the  surgeons;  and  they 
shall  receive  their  instructions  by  General  order. 

‘Jt  will  no  doubt  be  a spur  to  every  surgeon  to  excel, 
that  he  may  be  the  choice  of  the  General. 


Appendix  B 

Remarks  on  Dr.  J.  Tilton’s  Observations  on  Mili- 
tary Hospitals,  and  on  his  Plan  of  Arrangement.* 

Gerardus  Clarkson 
James  Hutthinson 
**John  Jones 

Observations 

page  1,  2,  3,  4,  & 5 

Dr.  Tilton  has  made  several  Judicious  observations 
to  shew  the  propriety  of  keeping  the  Direction  of  the 
practice  and  the  purveyorship  of  the  Hospital  in  dif- 
ferent hands,  we  need  add  nothing  on  this  subject, 
these  Branches  are  at  present  seperated,  and  we  flatter 
ourselves  they  will  continue  so;  Congress  were  con- 
vinced by  fatal  experience,  that  they  ought  not  to  be 
united,  so  seperated  them  in  February  1778. 

Observations 
page  5,  6,  7,  & 8 

The  Arguments  offered  in  favour  of  increasing  the 
Regimental  practice  and  against  accumulating  the 
sick  in  General  Hospitals  are  convincing;  and  apply 
particularly  to  the  American  Army,  where  we  have 
less  convenience  for  a General  Hospital,  and  a greater 
number  of  Regimental  Surgeons  in  proportion  to  the 

‘From  Papers  Continental  Congress  PCC-No.  137,  1:161-168. 
“Enclosed  in  their  letters  of  August  30,  1781  to  RM  (Robert 
Morris). 


number  of  men,  than  any  other  Army  in  the  world, 
and  of  course  they  ought  to  be  better  able  to  take  care 
of  the  sick  in  Camp,  (in  Hospital  Tents  provided  for 
that  purpose)  in  which  they  will  be  less  liable  to  in- 
fection, from  the  smallness  of  the  number  under  each 
Surgeon,  and  it  will  be  the  duty  of  the  Officers  as 
well  as  the  Surgeon  to  see  the  men  properly  attended. 
[Illegible]  fatal  year  1777  & 1778  when  most  of  the 
sick  were  sent  to  General  Hospitals,  the  Regimental 
Surgeons  had  no  duty,  and  held  perfect  sinecures.  We 
are  clearly  of  opinion  that  all  acute  Diseases,  and  all 
diseases  which  from  their  nature  are  likely  to  termin- 
ate in  a short  time  should  be  taken  care  of  in  Camp, 
and  that  none  should  be  sent  to  the  General  Hospital 
but  Chronic  complaints,  wounded  men  who  were  not 
in  a situation  to  recover  speedily,  and  those  persons 
whose  complaints  will  continue  a considerable  length 
of  time — unless  a General  Action  or  long  march 
should  make  it  necessary  to  disencumber  the  Army  of 
its  sick,  of  which  the  Commander  in  Cheif  will  be 
a Judge. — We  cannot  dismiss  this  subject  without 
forcibly  inculcating  this  principle;  that  as  few  as 
possible  be  sent  to  the  General  Hospitals,  and  as  many 
as  possible  taken  care  of  in  Camp;  for  in  large  and 
crowded  Hospitals,  it  is  impossible  to  prevent  infec- 
tion, and  soldiers  who  are  afflicted  with  diseases  not 
in  themselves  dangerous,  on  coming  into  the  Hospital 
take  the  infection,  and  are  lost  to  the  United  States; 
America  has  already  lost  more  men  from  this  cause 
than  from  the  sword  of  her  Enemies;  and  Humanity, 
Aeconomy,  & sound  Policy  make  it  necessary,  that 
we  should  lessen  the  Hospital  practice  and  increase 
that  of  the  Regimental  Surgeons. — [Illegible]  has. 
pursued  this  plan  during  the  early  part  of  this  Cam- 
paign and  found  the  greatest  advantages  result  from 
it,  he  did  not  send  ten  men  to  the  General  Hospital 
for  several  weeks  previous  to  the  movement  of  the 
Army. — 

Observations 
part  of  page  8 & 9 

It  is  absolutely  necessary  that  all  districts  should 
be  abolished,  we  cannot  conceive  what  could  ever  give 
rise  to  this  division,  which  increases  the  expense,  mul- 
tiplys  the  Officers,  and  prevents  any  system  or  regu- 
larity taking  place  in  the  Medical  department;  before 
September  1780  the  United  States  were  divided  into 
four  districts  or  departments.  Congress  has  lessened 
the  Absurdity  by  lessening  the  number  but  have  not 
yet  removed  it.  Should  it  so  happen  that  the  Army 
of  the  United  States  should  remove  to  the  Southward 
of  Virginia,  all  the  Gentlemen  belonging  to  the  Hos- 
pital Department  in  the  Northern  district  would  be 
Idle,  and  the  sick  of  the  Army  would  be  attended  by 
the  Physicians  and  Surgeons  of  the  Southern  district; 
the  same  with  the  Southern  department  should  the 
whole  Army  be  to  the  Northward  of  North  Carolina 
as  the  Medical  Gentlemen  are  not  obliged  to  do  duty, 
nor  can  they  be  ordered  by  any  person  not  belonging 
to  their  respective  department,  hence  it  follows,  that 
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double  the  number  necessary  must  be  constantly  em- 
ployed; the  Purveyors  will  provide  stores  in  each  dis- 
trict, the  Apothecary  Medicines  and  Instruments,  and 
the  same  with  the  whole  Hospital  Apparatus;  add  to 
this  when  the  whole  Army  removes  from  one  district 
to  another,  as  the  Physicians  and  Surgeons  of  the 
Hospital  cannot  move  with  it,  they  will  be  deprived  of 
the  assistance  of  those  who  have  been  long  acquainted 
with  them  and  their  diseases,  and  fall  into  the  hinJs 
of  strangers.  We  are  therefore  of  opinion  that  all 
districts  or  divisions  of  departments  should  be 
abolished,  and  that  the  Officers  of  the  Hospital  should 
form  one  department,  connected  with  the  Army, 
divisible  with  the  Army,  to  move  with  it,  be  de- 
tached with  a detachment,  be  confined  to  no  place  or 
district,  but  sent  wherever  the  Army  is  sent,  subject 
to  the  same  orders  from  the  Commander  in  Cheif, 
and  liable  to  go  to  any  post  or  part  of  the  United 
States  which  the  service  may  require  under  one  head 
who  is  to  be  accountable,  by  which  complexity, 
[illegible]  and  extravagance  will  be  avoided;  Sim- 
plicity, Aeconomy  and  regularity  be  introduced,  and 
we  believe  the  good  of  the  service  will  be  promoted. — 

Observations 
page  9th  — 

We  agree  with  Dr.  Tilton  that  the  flying  Hospital 
should  not  form  a seperate  department  from  the 
General  Hospital  under  a distinct  head;  but  we  are 
of  opinion  great  advantages  may  result  from  an  insti- 
tution of  this  sort  during  a Campaign  and  therefore 
would  recommend  that  a number  of  Hospital  Tents 
or  Morgues  be  [illegible],  which  together,  with 
Medicines  Instruments  and  Stores  be  an  appendage  to 
the  Army,  to  take  sick  from  Regimental  Surgeons  on 
a march,  or  whenever  it  is  necessary  to  disencumber 
the  Army,  and  to  form  a Temporary,  convenient, 
and  immediate  receptacle  for  wounded,  in  case  of  an 
[illegible]  where  every  necessary  aid  can  be  afforded. 
One  Hospital  Surgeon  with  his  mates  should  be  always 
with  the  Army,  to  [illegible]  to  the  Regimental  Sur- 
geons and  to  prevent  improper  objects  being  sent  to 
the  General  Hospital;  and  all  Surgeons  having  no 
Hospital  under  their  charge  should  attend  the  Army, 
and  never  be  absent  without  leave  from  the  Director 
or  in  his  Absence  Superior  Surgeon  or  Commander 
in  Cheif. 

Observations 

page  9,  10,  11,  & 12 

We  are  convinced  there  would  be  a propriety  in 
establishing  a Medical  Board  in  the  manner  proposed 
by  Dr.  Tilton,  and  as  we  have  pointed  out  the  neces- 
sity of  increasing  the  duty  of  Regimental  Surgeons 
by  taking  care  of  as  many  sick  as  possible  in  Camp, 
and  sending  as  few  as  possible  to  the  General  Hospital, 
it  will  be  proper  to  observe,  that  great  care  should 
be  taken  to  procure  men  of  Abilities  for  Regimental 
Surgeons,  we  apprehend  that  this  has  not  been  here- 
tofore sufficiently  attended  to,  and  that  the  Hospital 


swallowed  up  such  a large  number,  under  such  a 
variety  of  pompous  Titles,  that  few  were  left  for  the 
Regimental  Duty,  who  were  qualified;  we  would 
therefore  recommend  that  the  station  of  Regimental 
Surgeon  be  made  as  respectable  as  may  be  done  with 
convenience  that  he  should'  be  considered  as  next  in 
rank  to  the  Surgeons  of  the  General  Hospital,  and 
superior  to  any  Hospital  mate. — That  he  should  be 
examined  and  appointed  in  the  manner  directed  by 
Dr.  Tilton,  that  his  sick  should  be  under  his  own  care, 
that  he  shall  be  accountable  to  the  Director,  or  in  hi' 
absence  to  the  Superior  Surgeon  in  Camp  and  Com- 
mander in  Cheif,  and  that  he  never  be  dismissed  the 
service,  without  a regular  Trial  by  a Court  Martial. 

Observations 

pages  12,  13,  14,  & 15 

Tho  the  number  of  thirteen  Surgeons  proposed  by 
Dr.  Tilton,  is  less  than  any  number  employed  since 
April  1777  yet  we  apprehend  this  number  more  than 
is  necessary,  and  that  ten  Hospital  Surgeons  with 
twenty  mates  will  be  fully  sufficient,  provided  the 
proposed  plan  be  adopted. — If  the  Army  of  the 
United  States  consists  of  20, '000  men,  we  cannot 
suppose  more  than  5,000  to  be  sick  or  wounded  dur- 
ing a Campaign  (this  is  a large  allowance)  we  have 
advised  that  the  Hospital  Duty  should  be  lessened 
and  the  Regimental  practice  increased,  by  which 
means  two  thirds  or  three  fourths  of  the  sick  will  be 
provided  for  in  Camp — Should  the  number  be  5,000 
and  the  Regimental  Surgeons  take  care  of  3,000  or 
3,500  there  will  remain  but  1,500  or  2,000  for  the 
General  Hospital,  which  will  be  about  150  or  200 
for  a Hospital  Surgeon  & two  mates;  a number  they 
are  (or  ought  to  be)  fully  capable  of  attending. — 
It  may  be  objected  that  on  a sudden  movement,  when 
the  Army  is  disencumbered  of  its  sick,  or  after  a 
severe  action  the  number  in  the  Hospitals  may  be 
greatly  increased  to  which  we  answer,  that  in  such 
case,  as  there  will  be  few  or  no  sick  in  Camp,  a part 
of  the  Regimental  Surgeons  or  Mates  must  by  order 
of  the  Director,  or  in  his  absence  Superior  Surgeon 
and  Commander  in  Cheif  be  sent  to  the  Assistance 
of  the  Hospital  Surgeons,  which  will  enable  them  to 
take  care  of  all  the  sick. 

Plan  of  Arrangement 

page  15,  16,  17,  18,  19,  & 20 

We  agree  with  Dr.  Tilton  in  his  plan  of  Arrange- 
ment, except  with  respect  to  the  number  of  Surgeons, 
and  think  there  ought  to  be  one  Physician  in  Cheif  to 
the  Army  and  Director  of  the  Military  Hospital,  ten 
Surgeons  and  twenty  Mates  for  the  General  Hospital, 
a Surgeon  and  one  mate  to  every  Regiment,  a Pur- 
veyor and  assistant,  and  an  Apothecary  and  two  as- 
sistants, should  any  extraordinary  occasion  occur 
the  Medical  Board  may  increase  the  number  of  Hos- 
pital mates  pro  Tempore,  and  give  additional  assistants 
to  the  purveyor  or  apothecary. — The  Purveyor  shall 
provide  all  necessaries,  stores  etc.,  and  the  apothecary 
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all  medicines,  instruments  & dressings,  etc  but  should 
be  supplied  with  money  by  the  purveyor,  with  whom 
he  is  to  be  accountable. — The  Director  should  reside 
in  or  near  Camp,  and  the  Purveyor  and  apothecary 
in  the  place  most  convenient  to  provide  the  Articles 
belonging  to  their  respective  departments;  (Philadel- 
phia) but  an  assistant  from  each  should  reside  with 
the  Army. 

Plan  of  Arrangement 
page  20. — 

We  agree  with  Dr.  Tilton  that  when  a seperate 

‘QdltorlaU 

UPON  BEING  GRADUATED  FROM 
MEDICAL  SCHOOL: 

EXCERPTS  FROM  TWO  ADDRESSES 

In  the  recent  graduation  season  there  ap- 
peared in  the  June  6 issue  of  Science  and  in 
the  same  issue  of  the  New  York  Times  ex- 
tracts from  two  medical  school  commence- 
ment addresses  delivered  quite  widely  apart 
and  yet  closely  related  in  their  thoughts.  One 
was  given  at  the  Medical  College  of  Wisconsin 
by  Philip  H.  Abelson,  Ph.D.,  editor  of  Science, 
and  the  other  at  Harvard  Medical  School  by 
Dr.  Judah  Folkman,  Professor  of  Surgery.  I 
have  tried  to  excerpt  each,  giving  recognition 
to  the  appropriate  author  in  an  attempt  to 
share  the  best  of  both  with  you. 

Abelson  began  by  saying:  “A  generation 
ago,  the  practice  of  medicine  was  very  often  in- 
effective. Today,  because  of  medical  research, 
diagnosis  and  treatment  are  greatly  improved.” 
He  pointed  out:  “The  essence  of  the  practice 
of  medicine  is  in  the  interaction  between  pa- 
tient and  physician.  In  spite  of  the  tools  that 
have  been  invented  or  will  be  devised,  medi- 
cine will  remain  an  inexact  science.  The  best 
physicians  are  highly  motivated,  highly  intui- 
tive. There  is  no  substitute  for  the  conscience 
of  the  physician.  If  conscience  and  motiva- 
tion are  lost,  little  will  be  left.  Current  de- 
velopments are  placing  at  hazard  these  key 
factors  ...” 

Dr.  Abelson  then  pointed  out:  “Interven- 


army  is  formed  & is  sent  to  any  distant  part  of  the 
United  States,  and  is  to  exist  a considerable  time,  that 
the  Medical  Board  shall  nominate  the  Hospital  Staff 
etc  etc  in  the  manner  proposed  in  his  plan  of  arrange- 
ment; but  when  a detachment  is  sent  off,  we  think 
this  would  be  attended  with  great  inconvenience,  and 
that  it  would  be  unnecessary;  but  that  the  Director, 
or  in  his  absence  the  Superior  Surgeon  and  commander 
in  cheif,  order  without  calling  a Medical  board,  such 
a part  of  the  Medical  Staff  as  they  may  think  neces- 
sary for  the  occasion. — 


tion  by  the  Congress  and  the  Administration 
has  come  because  of  demands  of  the  public 
that  are  based  at  least  in  part  on  unrealistic 
expectations  of  what  can  be  delivered  in  the 
way  of  patient  care.  The  average  person’s 
concept  of  what  is  possible  medically  is  condi- 
tioned by  a memory  of  miracle  drugs  and  polio 
vaccine  and  by  accounts  of  organ  transplants 
and  great  new  medical  discoveries.  The  public 
expects  the  best  possible  medical  care  but 
wants  it  delivered  in  the  style  of  a generation 
ago — the  doctor  appearing  at  the  home  with 
a black  bag  and  stethoscope.  Some  medical 
problems  can  still  be  handled  in  the  home,  but 
to  do  justice  to  a serious  illness,  the  doctor 
must  be  able  to  employ  a full  set  of  modern 
diagnostic  aids  and  therapeutic  equipment. 
The  public  also  has  come  to  demand  that  phy- 
sicians never  make  mistakes  in  technique  or 
judgment,  as  indicated  by  the  current  rash  of 
malpractice  suits.” 

“Some  of  the  complaints  of  the  public  are 
legitimate.  One  is  the  comparative  scarcity 
of  general  practitioners  or  primary  care  phy- 
sicians. The  proliferation  of  knowledge  aris- 
ing from  research  has  made  specialization  in 
medicine  seem  necessary.  Specialization  has 
had  the  further  effect  of  encouraging  concen- 
tration of  doctors  in  big  medical  centers  . . .” 

Dr.  Abelson  concluded  by  saying:  “Medicare 
and  Medicaid  have  also  given  the  government 
financial  power  which  seems  destined  to  be 
used  to  regulate  aU  phases  of  medical  practice. 
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Such  details  as  the  length  of  stay  in  hospitals 
are  to  be  prescribed.  There  is  danger  that 
procedures  will  be  standardized  and  routinized 
to  such  an  extent  that  the  quality  of  the  prac- 
tice of  medicine  will  decline.  In  these  mo- 
mentous developments,  the  most  important 
factor  of  all  is  being  overlooked.  How  will 
they  affect  the  motivation  and  conscience  of 
the  physician?” 

Dr.  Folkman  started  by  referring  back  to 
the  days  of  his  residency  when  a patient  in 
the  emergency  ward  with  a broken  hip,  poor 
and  destitute,  said,  “Could  I have  a real  doc- 
tor? I think  I could  afford  a real  doctor. 
Don’t  let  them  practice  on  me.”  Her  plea, 
“Don’t  practice  on  me,”  perhaps  without  her 
knowing  it,  was  saying  something  about  the 
medical  profession  which  makes  it  unique. 
Dr.  Folkman  continued:  “The  profession  you 
now  enter  is  perhaps  the  only  human  activity 
where  every  attempt  to  relieve  suffering  is  ac- 
companied by  the  risk  that  we  may  cause  suf- 
fering. Sometimes  the  risk  is  small,  sometimes 
great,  but  it  is  always  there  . . . What  I am 
talking  about  is  what  you  and  I know  deep 
down,  but  what  I think  we  have  never  dared 
explain  to  the  public.  That  good  clinical 
judgment  is  learned  from  making  bad  judg- 
ments. 

“Yes,  a little  clinical  judgment  can  be  learned 
from  one’s  teachers  and  some  from  reading  the 
experience  of  others,  but  the  vast  majority  of 
good  clinical  judgment  and  clinical  skill  is 
learned  the  hard  way — from  practice!  The 
lady  with  the  broken  hip  thought  that  only  the 
intern  ‘practiced’  on  people.  She  was  wrong. 
We  all  do.” 

Dr.  Folkman  continued:  “There  is  prob- 
ably not  a surgeon  among  us  who  hasn’t  had 
an  anastomosis  leak  which  nearly  led  to  the 
patient’s  demise  or  did  so.  Would  the  patient 
have  survived  with  a more  experienced  sur- 
geon? Who  is  to  say?  The  original  surgeon, 
shattered  from  this  experience,  now  becomes 
even  more  meticulous  and  develops  the  com- 
pulsive techniques  necessary  for  safe  surgery 
and  his  subsequent  anastomoses  do  well.  A 
cardiac  surgeon  once  said  ‘Every  surgeon 
Continued  on  page  448 


Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
Individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  shoul^be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  In  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation. 
Impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  Is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 
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ain  purpose  of  drug  information 
r the  patient  is  to  get  his  coopera- 
30  in  followinga  drug  regimen. 

reparation  and  distribution  of 
itient  drug  information 

We  would  hope  to  amass  infor- 
ation  from  physicians,  medical 
)cieties,  the  pharmaceutical  indus- 
/ and  centers  of  medical  learning. 
ie  ultimate  responsibility  for  uni- 
rm  labeling  must,  however,  rest 
ith  the  Food  and  Drug  Administra- 
30.  There  is  nothing  wrong  with 
is  agency  saying,  "this  informa- 
)n  is  generally  agreed  upon  and 
erefore  it  should  be  used,”  as  long 
i our  process  for  getting  the  infor- 
ation  is  sound. 

Distribution  of  the  information 
a problem.  In  great  measure  it 
Duld  depend  on  the  medication  in 
jestion.  For  example,  in  the  case 
an  injectable  long-acting  proges- 
rone,  we  would  think  it  mandatory 
issue  two  separate  leaflets— a 
lort  one  for  the  patient  to  read  he- 
re getting  the  first  shot  and  a long 
le  to  take  home  in  order  to  make  a 
“cision  about  continuing  therapy, 
this  case,  the  information  might 
; put  directly  on  the  package  and 
3t  removable  at  all.  But  for  a medi- 
ition  like  an  antihistamine  this 
formation  might  be  issued  sepa- 
tely,  thus  giving  the  physician  the 
3tion  of  distribution.  This  could 
eserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influenceor  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  inforrnation  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally, 'the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


3ly  the  doctor  can  remove  that  fear 
' 20  or  30  minutes  of  conversation. 

I'm  not  suggesting  that  we 
thhold  any  information  from  the 
itient  because,  first  of  all,  it  would 
i totally  dishonest  and  secondly,  it 
3uld  defeat  the  very  purpose  of  the 
sert.  I do  think  that  a patient  on  the 
rth  control  pill  should  know  about 
e incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
e incidence  of  serious  adverse  re- 
itions,  then  you  have  to  tell  him 
at  a concerned  medical  decision 
as  made  to  use  a particular  medi- 
ition  in  his  situation  after  careful 
msideration  of  the  incidence  of 
implications  or  side  effects. 

notionally  unstable  patients  pose 
special  problem 

There  are  patients  who,  be- 
luse  of  severe  emotional  problems, 
luld  not  handle  the  information 
intained  in  a patient  package  in- 
irt.  Yet  if  we  are  going  to  have  a 
sckage  insert  at  all,  we  Just  can't 
3ve  two  inserts.  I think  we  might 
mply  have  to  tell  the  families  of 
ese  patients  to  remove  the  insert 
om  the  package, 

!gal  implications  of  the  patient 
ickage  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyonetaking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may' 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of  ■ 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffsto  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition— 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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knows  of  patients  who  would  be  alive  today 
if  he  could  have  operated  on  them  at  a time 
in  his  career  when  he  hac  more  experience.’  ” 

But  as  Dr.  Folkman  pointed  out:  “Tliere 
are  two  troublemakers,  personal  ignorance  and 
general  ignorance.  The  patient  often  suffers 
because  the  entire  profession  doesn’t  under- 
stand the  disease,  like  cancer,  or  unknowingly 
creates  a disease  even  more  insidious  than  the 
one  we  are  trying  to  treat.  These  two  trouble- 
makers, personal  ignorance  and  general  ignor- 
ance, follow  whenever  we  attend  a patient. 
Some  of  our  colleagues  refuse  to  believe  that 
these  two  problems  exist  at  all.  Instead,  th^ 
blame  their  complications  on  someone  else.” 

Continuing,  Dr,  Folkman  said:  “In  the  long 
run,  it  is  better  if  we  come  to  terms  ^th  the 
uncertainty  of  medical  practice.  Once  we 
recognize  that  all  our  efforts  to  relieve  suffering 
might  on  occasion  cause  suffering,  we  are  in 
a position  to  learn  from  our  mistakes  and  ap- 
preciate the  debt  we  owe  our  patient  for  our 
education.  It  is  a debt  we  must  repay — ^it  is 
like  tithing.” 

He  continued:  “It  can’t  be  repaid  by  refus- 
ing to  see  Medicaid  patients  when  the  State 
can’t  afford  to  pay  for  them  temporarily.  But 
we  can  repay  the  debt  in  many  ways.  We  can 
attend  postgraduate  courses  and  seminars,  be 
available  to  patients  at  all  hours,  teach,  take 
recertification  examinations;  maybe  in  the  fu- 
ture even  to  volunteer  for  national  service;  or, 
most  difiicult  of  all,  carry  out  investigation  or 
research  .... 

“It  is  time  to  let  the  public  understand  the 
uncertainties  of  medical  practice.  Good  clini- 
cal judgment  is  often  acquired  from  bad  judg- 
ment, And  so,  we  realize  the  debt  we  owe  our 
patients.  That  this  is  not  understood  can  be 
seen  in  the  increasing  inability  of  juries  to  dis- 
tinguish between  human  error  and  outright 
negligence.  Every  simple  honest  mistake  be- 
comes potential  malpractice  liability.”  The 
use  of  the  terms  consumer  and  provider  “as- 
sumes that  medical  practice  can  be  completely 
standardized,”  an  assumption  that  Dr.  Folk- 
man  obviously  does  not  support. 


It  is  obvious  to  Folkman  and  Abelson  that 
the  method  of  science  is  not  just  trial  and  er- 
ror; the  physician  is  presumably  a trained  and 
intelligent  person  who  learns  from  the  mistakes 
of  others.  He  must  heed  the  caveat  best  ex- 
pressed by  Santayana  who  said  in  effect  that 
one  who  fails  to  learn  from  the  mistakes  of  the 
past  is  doomed  to  repeat  them.  It  need  not 
be  from  one’s  own  past.  The  ability  to  learn 
from  the  mistakes  and  successes  of  others,  as 
well  as  one’s  own,  may  well  be  the  most  sig- 
nificant indicator  of  intelligence  in  mankind. 

If  the  physician  and  the  public  can  under- 
stand what  the  practice  of  medicine  is  all 
about,  and  if  the  physician  has  the  quality  of 
compassion  and  is  willing  to  undergo  the  dis- 
cipline required  to  be  a first-rate  physician  or 
surgeon  and  to  combine  some  investigation 
with  a clinical  career,  he  will  in  many  ways 
repay  his  patient  for  his  own  education  and 
then  can  say  with  peace  of  mind  according  to 
Dr.  Folkman  “that  he  is  earning  the  right  to 
practice  medicine.” 

Norman  L.  Cannon,  M.D. 

« tir  MI 

POP:  THE  LIGHT  AT  THE  END  OF  THE  TUNNEL 

In  the  middle  of  May,  a new  health  care 
program  opened  its  doors  at  Nanticoke  Me- 
morial Hospital.  The  plans  spent  many  years 
on  the  drawing  board,  and  repeated  attempts 
were  made  to  obtain  Federal  funds.  Delaware 
has  finally  been  given  a Maternal  and  Child 
Health  grant  to  develop  a “Program  of  Proj- 
ects” (POP).  This  is  a truly  comprehensive 
health  care  package,  encompassing  five  areas: 
maternal  and  infant  care  (M&I),  intensive 
newborn  care,  family  planning  services,  total 
health  care  for  children  and  youth  to  age  18 
years  (C&Y),  and  complete  dental  care  for 
those  enrolled  in  the  M&I  and  C&Y  projects. 

The  program  uses  a team  approach  to  health 
care  services.  The  director  is  a Nurse  Practi- 
tioner, assisted  by  full-time  staff  members 
trained  in  nutrition,  social  work,  and  com- 
munity work.  A pediatrician  and  an  obstetri- 
cian are  employed  part-time.  Eventually,  they 
hope  to  engage  the  services  of  a Public  Health 
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Nurse  and  a Health  Educator  to  complete  the 
team. 

The  program  is  aimed  to  serve  not  only 
welfare  recipients,  but  also  those  who  are 
medically  indigent,  a group  that  is  notoriously 
neglected  in  our  present  health  care  system. 
Preventive  health  care  and  health  mainten- 
ance are  just  not  a high  priority  item  when 
one  is  struggling  to  house,  feed,  and  clothe 
one’s  family.  Fortunately,  the  Federal  gov- 
ernment has  recognized  that,  in  the  long  run, 
it  is  cheaper  to  provide  health  services  to  preg- 
nant women,  children,  and  youth  than  bear 
the  long-term  burden  of  supporting  a defec- 
tive child,  an  expensive  tragedy.  Hopefully, 
families  in  western  Sussex  County  will  recog- 
nize their  good  fortune,  and  utilize  to  the 
fullest  this  unique  program  in  Delaware.  If 
it  is  successful,  we  may  be  able  to  develop 
similiar  programs  in  other  areas  of  need  in  the 
county  and  state. 

Although  the  Federal  Government  keeps  its 
eye  on  the  dollar  expenditure  and  cost  effec- 
tiveness, we  can  be  more  idealistic  in  our  ap- 
praisal of  the  program.  We  see  it  as  producing 
a generation  of  healthier  Delawareans  with  an 
interest  in  and  knowledge  of  health  mainten- 
ance and  health  resources,  which  they  will 
pass  on  to  succeeding  generations.  We  see 
POP  at  last  giving  us  a light  at  the  end  of 
the  tunnel. 

M.J.M. 

VS  V£ 

JEFFERSON,  TILTON,  AND  US 

Dr.  Allen  Wooden’s  paper  about  James  Til- 
ton in  this  issue  includes  copies  of  two  manu- 
scripts never  previously  published,  Tilton’s 
“Aeconomical  Observations” — his  report  to  the 
medical  committee  of  the  Continental  Con- 
gress— and  the  committee’s  discussion  thereof. 
Until  Dr.  Wooden  unearthed  it,  Tilton’s  re- 
port was  missing  from  the  national  archives. 

Publication  of  copy  transcribed  for  the  first 
time  from  photocopies  of  manuscripts  almost 
two  hundred  years  old  was  a new  editorial  ex- 
perience for  us.  What,  for  example,  is  the 
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proper  way  to  handle  words  seemingly  mis- 
spelled? Clarkson  favored  cheif,  for  example, 
and  maybe  that  was  correct  in  1781.  What 
about  now  archaic  abbreviations  for  words  like 
hospital  and  doctor?  The  accepted  abbrevia- 
tions then  used  had  terminal  letters  raised  into 
the  positions  of  superscripts,  a position  our 
printer  can  achieve  only  accidentally  or  with 
numbers  such  as  10^. 

Dr.  David  Gilchrist,  Director  of  Publica- 
tions for  the  Hagley  Library,  referred  us  for 
guidance  to  the  first  volume  of  Princeton  Uni- 
versity’s series  of  Thomas  Jefferson’s  papers. 
In  his  introduction  to  the  Jefferson  collection, 
Julian  Boyd,  its  scholarly  editor,  says  that 
there  are  two  schools  of  thought.  There  are 
those  who  consider  “nothing  short  of  facsimile 
reproduction  can  be  faithful  to  the  original”, 
and  “there  are  those,  on  the  other  hand,  who 
believe  in  complete  modernization  of  the  text.” 
Editor  Boyd  also  speaks  of  “silent  corrections” 
versus  annotated  corrections  and  the  neces- 
sity of  an  “editorial  approach  intended  to  ac- 
cord with  logic  rather  than  caprice”  although 
he  believes  that  “complete  exactitude  is  im- 
possible in  transmitting  handwriting  into 
print.” 

As  a medical  historian.  Dr.  Wooden  has 
probably  been  aware  of  the  above  concept  for 
years;  Mrs.  Henrietta  Moore  and  I found  it 
out  with  his  present  paper.  In  general,  we 
have  preserved  spellings  and  capitalizations 
as  they  were,  expanded  contractions,  modern- 
ized abbreviations,  and  bracketed  illegible 
phrases.  Since  Clarkson  wrote  on  both  sides 
of  the  paper,  and  the  ink  from  one  side  soaked 


through  to  the  other,  transcribing  his  paper 
was  even  more  difficult. 

In  Jefferson’s  time  important  documents 
were  copied  off  by  clerks.  Important  docu- 
ments were  very  often  copied  more  than  once 
and  by  more  than  one  clerk,  and  each  copyist 
was  apt  to  produce  a copy  not  quite  identical 
to  the  master.  Sometimes  a wet  piece  of  very 
thin  paper  was  rubbed  over  the  original  letter 
for  a few  moments,  producing  a sort  of  smudgy 
offset  copy,  the  legibility  of  which  is  easy  to 
imagine.  Jefferson,  a prodigious  correspond- 
ent, invented  his  polygraph,  still  visible  at 
Monticello,  to  cope  with  this;  his  pen  was  at- 
tached by  a long  arm  to  another  which  pro- 
duced a passable  copy  even  as  he  was  produc- 
ing the  original.  It’s  getting  harder  to  find 
many  who  can  remember  way  back  before 
colored  television.  Can  you  imagine  what  life 
would  have  been  like  before -Xerox? 

The  reading  room  of  the  Hagley  Library 
overlooks  the  Brandywine  through  floor  to 
ceiling  windows,  the  same  view  Mr.  E.  I.  du- 
Pont  may  have  had  when  he  read  his  letters 
from  Jefferson  (which  were  apparently  num- 
erous). I browsed  only  in  volume  one  of 
Jefferson’s  papers,  which  included  a note  to  a 
friend  saying  that  Jefferson  would  not  be  visit- 
ing Williamsburg  because  he  had  heard  that 
“the  smallpox”  was  raging  there  and  anyway, 
he  had  a red  eye. 

If  you’ve  not  visited  the  Hagley  Library  (a 
stunning  building)  nor  read  some  of  Jefferson’s 
letters,  I recommend  both  as  pleasant  experi- 
ences. 

B.Z.P. 
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September*26»Mrf?  27,  1975 


PROGRAM 


Friday,  September  26  HOUSE  OF  DELEGATES 

Delaware  Academy  of  Medicine 
1925  Lovering  Avenue 
Wilmington,  Delaware 

8:30  A.M.  Reference  Committees 
12:00  Luncheon 

1:00  P.M.  House  of  Delegates 
5:00  Adjournment 


Saturday,  September  27 

Sheraton-Brandywine  Inn  ■ 
Route  202 

Wilmington,  Delaware 


7:15  A.M. 

8:30  A.M. 
9:00  A.M. 

9:15  A.M. 

9:20  A.M. 

9:45  A.M. 
10:10  A.M. 

10:35  A.M. 
11:00  A.M. 

12:15  P.M. 
12:30  P.M. 


PRAYER  BREAKFAST 

SCIENTIFIC  SESSION 

REGISTRATION  — EXHIBITS 

CALL  TO  ORDER  — Joseph  E.  Belgrade,  M.D.,  President,  Medical  Society  of 
Delaware. 

Report  of  the  House  of  Delegates — David  A.  Levitsky,  M.D.,  Secretary,  Medical 
Society  of  Delaware. 

INTRODUCTORY  REMARKS 

William  Likoff,  M.D.,  Professor  of  Medicine,  Hahnemann  Medical  College  and  Hos- 
pital, Philadelphia. 

GRAFT  REJECTION:  THE  CHIEF  PROBLEM 

G.  Melville  Williams,  M.D.,  Chief,  Division  of  Transplant  Surgery,  Johns  Hopkins 
Hospital. 

THE  MANAGEMENT  OF  END  STAGE  HEART  DISEASE 
Robert  J.  Hall,  M.D.,  Texas  Heart  Institute,  Houston,  Texas. 

CARDIAC  SURGERY  TODAY 

Christiaan  N.  Barnard,  M.D.,  Chairman,  Scientific  Advisory  Council,  CB  Research 
Foundation,  Inc. 

INTERMISSION  — EXHIBITS 
PANEL  DISCUSSION 

Doctors  Williams,  Hall,  and  Barnard.  Moderator,  Doctor  Likoff. 

BUSINESS  MEETING 
LUNCH  — VISIT  EXHIBITS 
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2:00  P.M.  ETHICAL  AND  PHILOSOPHICAL  CONSIDERATIONS  OF  TRANSPLANTA- 
TIONS — Christiaan  N.  Barnard,  M.D. 

3:00  P.M,  ADJOURNMENT 

DINNER  DANCE 

Wilmington  Country  Club 
Kennett  Pike,  Wilmington 

6:30  P.M,  Cocktails 
7:30  P.M.  Annual  Banquet 

Invocation  — Chaplain  Lynwood  Swanson,  Wilmington  Medical  Center 
Dancing  ’til  12:00  — The  Hi  Liters 

Program  is  acceptable  for  five  prescribed  hours  by  the  American  Academy  of  Family  Physicians 

« VS 


Saturday,  September  27,  1975 

THE  WOMAN’S  AUXILIARY  TO  THE 
MEDICAL  SOCIETY  OF  DELAWARE 
ARTS  AND  CRAFTS  SALE  — Proceeds  for  AMA-ERF 
SHERATON-BRANDYWINE  INN 
VS  vs 

EXHIBITORS  I 

No.  1 — - Division  of  Public  Health  » 

Our  exhibit  features  nutritional  information  and  services  provided  by  the  Division  of  Public  Health.  j 
Literature  will  be  available  describing  the  various  programs  for  nutrition  in  Delaware. 

No.  2 — 

No.  3 — “Bone  Scanning  in  Metastatic  Cancer  of  the  Prostate” 

Robert  L.  Meckeinburg,  M.D.,  Vidya  Sagar,  M.D.,  and  Josephine  Piccone,  Ph.D. 


The  extent  of  bony  involvement  in  metastatic  disease  is  easily  depicted  utilizing  Technetium  tagged 
Phosphate  compounds.  Imaging  is  easily  accomplished  with  an  Anger  camera  or  Rectilinear  scanning. 

No.  4- — “External  Drainage  Unit  (EDU)” 

P.  L.  LeRoy,  M.D.,  M.  I.  Boulos,  M.D.,  J.  W.  Goloskov,  R.N.,  and  E.  Riddle,  Research  Assistant 


Central  nervous  system  disorders  are  frequently  associated  with  changes  in  intracranial  pressure  due  to 
extracellular  fluid  accumulation.  Intracranial  pressure  changes  are  manifested  by  subtle  to  major  clinico- 
pathological  changes,  which  can  rapidly  become  life-threatening.  Therefore,  a rapid  decompression  tech- 
nique and  system  is  required  to  control  these  changes.  Currently,  these  intracranial  pressure  changes  are 
mechanically  controlled  by  aspiration,  ventriculostomy,  or  shunt  implant  systems.  The  classic  ventriculos- 
tomy systems  have  been  "put  together  at  the  bedside”  with  a great  deal  of  wasted  time  and  effort. 

Being  dissatisfied  with  this  situation,  the  authors  have  designed  the  new  system  presented  in  this  exhibit 
based  on  their  past , 1 5 years  of  experience. 


i 


'i 


No.  5 — Delaware  Bicentennial — Revolutionary  War  1775-1783 

The  display  will  consist  of  a series  of  frames  and  exhibit  cases  containing  photographs,  books,  coins,  and 
other  artifacts,  illustrating  the  state  of  medicine  in  the  colonies  during  this  period.  Especially  presented 
will  be  the  work  of  Dr.  James  Tilton  and  other  Delaware  physicians  who  served  in  the  military.  The  theme 
of  the  exhibit  will  be  further  enlarged  with  stamps  and  covers  to  give  the  display  a national  appeal. 

No.  6 — Hoechsf-Roussel 


No.  7 — J.  A.  Montgomery,  Inc. 

Members  of  the  Medical  Society  of  Delaware  are  cordially  invited  to  discuss  the  latest  information  on 
any  type  of  insurance,  estate  planning,  or  tax  savings.  J.  A.  Montgomery  Financial  Services  and  J.  A. 
Montgomery  Securities  Corporation  specialists  will  be  on  hand. 
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No.  8 — Ross  Laboratories 

You  are  cordially  invited  to  visit  booth  No.  8 and  discuss  with  our  representative  the  numerous  teaching/ 
counseling/in-service  aids  available  for  physicians,  hospitals,  clinics  and  nurses.  We  will  be  pleased  to 
answer  questions  regarding  Similac®  Infant  formulas,  Vi-Daylin  vitamin  supplements  and  our  antibiotic, 
decongestant  and  prenatal  vitamin  products. 

No.  9 — Ames  Company 

The  Ames  Company  will  exhibit  the  following  products:  MULTISTIX®  Reagent  strips,  MICROSTIX® 
Reagent  Strips,  EYETONE®  Reflectance  Colorimeter  and  DEXTROSTIX®  Reagent  Strips  System,  the 
Arnes'^”  Blood  Analyzer  and  the  all  new  AMES  THYRO  SYSTEM. 

No.  10  — McNeil  Laboratories,  Inc. 

You  are  cordially  invited  to  visit  the  McNeil  exhibit  where  representatives  will  be  on  hand  to  discuss  our 
leading  specialties. 

No.  .11-12  — Stuart  Pharmaceuticals,  Division  of  ICI  United  States,  Inc. 

The  Stuart  Pharmaceuticals  booth  consists  of  graphic  panels,  product  sample's,  and  literature  describing 
some  or  all  of  the  following  products:  MYLANTA®,  MYLANTA  II®,  MYLICON-80®,  CHEWABLE 
SORBITRATE®,  SORBITRATE®  Sublingual  and  Oral,  KINESED®,  STUARTNATAL®  1 + 1,  and 
others. 

No.  13  — Collender-Griffith  Associates 

Stanley  Collender  and  James  E.  Griffith,  CLU  offer  their  services  tailored  to  the  needs  of  the  medical 
profession  in  the  areas  of  Financial  Planning,  Estate  Planning,  Retirement  Plans,  Disability  Income  and 
Medical  Reimbursement  Plans.  Literature  is  available. 

No.  14  — John  G.  Merkel  & Sons,  Inc. 

See  the  latest  and  finest  in  medical  and  laboratory  equipment  for  hospital  or  office  and  the  latest  equipment 
for  the  home  care  of  your  patient.  This  equipment  available  upon  request. 

No.  1 5 — Eaton  Laboratories 

Your  Eaton  representatives  wish  you  a successful  1975  meeting.  Complete  information  on  Eaton  pro- 
ducts and  professional  services  is  available  at  the  Eaton  exhibit. 

No.  16  — Pfizer  Laboratories 

No.  17  — Boehringer  Ingelheim  Ltd. 

You  are  cordially  invited  to  visit  Booth  No.  17  where  Boehringer  Ingelheim  will  feature  Catapres,  Com- 
bipres,  Alupent,  and  Dulcolax.  Representatives  Robert  Soholoff  and  Paul  Gallagher  will  be  in  attendance 
and  gladly  welcome  the  opportunity  to  answer  any  questions  concerning  these  products. 

No.  18  — PRO  Services,  Inc. 

Medical  Society  of  Delaware  Keogh  Plan — Because  you  can  now  contribute  up  to  $10,000  annually,  you 
will  want  to  examine  all  the  ways  you  might  integrate  these  savings  into  your  retirement  plans.  Among 
the  investments  possible  in  the  Society’s  updated  plan  are:  Mutual  Funds,  Stocks  and  Bonds,  Savings  Ac- 
counts, Insurance  Annuities,  and  Combinations.  Authorized  agent  is  Castle  & Cannon,  Inc. 

No.  19  — The  Upjohn  Company 

You  are  invited  to  join  the  never-ending  extravaganza  of  medical  panorama  on  parade.  Come  visit  the 
novel  and  always  increasing  influx  of  pertinent  information  being  delivered  by  your  Upjohn  representatives. 
We  welcome  your  visit  to  Booth  No.  19. 

No.  20  — HOMEMAKERS-Upjohn 

HOMEMAKERS-Upjohn  is  a national  organization,  with  offices  across  the  country,  that  provides  temporary 
part-time  (or  full-time)  help  to  people  who  need  visiting  home  managers,  homemakers,  and  live-in  aides. 
HOMEMAKERS-Upjohn  also  employs  registered  licensed  practical  nurses  and  nurses’  aides  for  hospital 
staff  relief  and  private-duty  care. 

No.  21  — Ayerst  Laboratories 

Our  representatives  look  forward  to  a visit  with  you,  and  for  the  opportunity  to  discuss  the  Ayerst 
products  and  services  of  interest  to  you. 
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No.  22  — Cooper  Laboratories,  Inc.  % 

You  are  cordially  invited  to  visit  our  booth  where  we  will  be  featuring  Elixophyllin®  (elixir  and  capsules),  1 
Kay  Ciel®  (elixir  and  Solodose®  powder) , and  Quinaglute®  Dura-Tabs®.  Trained  personnel  will  be  on  | 
hand  to  answer  your  inquiries  about  these  and  other  Cooper  products.  Samples  will  be  available  to  the  J 
profession  upon  request.  ^ :f 

No.  23  — Warner-Chilcott  Laboratories  1 

Your  Warner-Chilcott  representatives  cordially  invite  the  members  of  the  Medical  Society  of  Delaware  to  S 
see  and  discuss  what’s  new  at  Warner-Chilcott,  Booth  No.  2 3. 

No.  24  — Searle  Laboratories  f 

You  are  cordially  invited  to  visit  the  SEARLE  booth  where  our  representatives  will  be  happy  to  answer  1 
any  questions  regarding  SEARLE  Products  of  Research.  Featured  will  be  information  on  the  Cu-7®,  * 
OVULEN®,  DEMULEN®,  ENOVID®,  ALDACTAZIDE®,  ALDACTONE®,  FLAGYL®,  LOMOTIL®,  f 
PRO-BANTHINE®,  METAMUCIL®  and  other  drugs  of  interest.  | 

No.  25  — C.  V.  Mosby  & Sons  | 

No.  26  — Mead  Johnson  | 

No.  27  — Aetna  Life  and  Casualty  ^ 

No.  28  — Schering  Corporation  | 

No.  29  — Blue  Cross  and  Blue  Shield  of  Delaware,  Inc.  f 

"We  Make  Fiouse  Calls’’ — Material  provided  in  recent  Medical  Assistants’  Workshops  will  be  displayed.  ^ 
Our  personnel  will  be  happy  to  answer  questions  about  Blue  Shield,  FEP,  Medicare,  Medicaid,  and  CHAM-  5 
PUS  programs  as  well  as  schedule  visits  for  your  office  staff.  k 

No.  30  — Medco  Products  Company  " 

Alan  G.  Day,  distributor  for  Medco  Products  Company,  will  exhibit  two  machines:  the  Medco  Sonlator,  ' 
which  provides  muscle  stimulation  and  ultrasound  and  the  E.G.S.  which  is  a high  voltage  Galvanic  stimu-  ' 
lator.  It  gives  relief  in  acute  and  chronic  pain  and  since  there  is  no  heat  with  this  treatment  it  is  very  : 
safe  to  use. 

No.  31  — Roche  Laboratories  f 


You  are  cordially  invited  to  visit  the  Roche  display.  The  Roche  representative  will  gladly  answer  any  ques- 
tions you  may  have  on  any  products  in  the  Roche  line.  Featured  will  be  Bactrim®  and  Larocin®. 

No.  32  — Eckerd’s  Drug  Stores 

No.  33  — Royal  Imports 

No.  34  — Abbott  Laboratories 

No.  35  — Sandoz  Pharmaceuticals 


Sandoz  Pharmaceuticals  cordially  invites  you  to  visit  our  display  at  booth  No.  3 5,  where  we  are  featuring 
MELLARIL,  HYDERGINE  and  SANOREX.  Any  of  our  representatives  in  attendance  will  gladly  answer 
questions  about  these  and  other  Sandoz  products. 

COFFEE  — COURTESY,  HOMEMAKERS-Upjohn  X 

The  Medical  Society  of  Delaware  gratefully  acknowledges  the  assistance  of  the  following 

in  the  presentation  of  the  program.:  > 

AMERICAN  HEART  ASSOCIATION 
BRISTOL  LABORATORIES 
CEDAR  TREE  PRESS 
CIBA  PHARMACEUTICAL  COMPANY 
GENERAL  ELECTRIC  COMPANY 
Medical  Systems  Division 
LEDERLE  LABORATORIES 
ELI  LILLY  AND  COMPANY 
MERCK  SHARP  & DOHME  POSTGRADUATE 
PROGRAM 

PARKE,  DAVIS  & COMPANY 

WINTHROP 


A.  H.  ROBINS  COMPANY 
ROCHE  LABORATORIES  S 

WILLIAM  H.  RORER,  INC. 

SMITH,  KLINE  & FRENCH  LABORATORIES  . V 
E.  R.  SQUIBB  & SONS,  INC. 

STUART  PHARMACEUTICALS 
Division  of  ICI  United  States  Inc. 

TRUITT  PRINTING  COMPANY  ^ 

UPJOHN  COMPANY  S 

DEPARTMENT  OF  MEDICINE,  MEDICAL  SERVICES  .A 
ASSOCIATION,  WILMINGTON  MEDICAL  CENTER  M 
LABORATORIES  W 
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PROPOSED  DELAWARE  LIABILITY  LEGISLATION 


The  1974  House  of  Delegates  of  the  Medical  Society  of  Delaware  di- 
rected that  the  Board  of  Trustees  study  the  malpractice  situation  in  Dela- 
ware. An  outgrowth  of  this  directive  was  the  formation  of  an  ad  hoc  com- 
mittee which  came  to  be  known  as  the  Ad  Hoc  Committee  on  Contingency 
Fees.  The  Committee,  chaired  by  Martin  Gibbs,  M.D.,  addressed  itself  to 
all  aspects  of  the  malpractice  situation,  however,  not  merely  contingency 
fees.  The  fruit  of  that  Committee’s  efforts,  with  input  from  other  affected 
disciplines,  has  been  introduced  as  H.B.  666  and  carries  the  official  sanction 
of  the  Medical  Society  of  Delaware. 

The  bill  calls  for  the  following: 

• Mandatory  pre-trial  screening  panels 

• Limitation  of  awards  to  $300,000  in  the  aggregate 

• Open-ended  medical  expenses 

• Limitation  on  attorneys’  contingency  fees 

• Judge’s  discretion  on  periodic  payment  of  awards,  with  reversionary 
features 

• Collateral  source  (any  award  shall  be  reduced  by  any  collateral 
payments  for  the  same  injury) 

• Trial  by  jury 

• Three-year  statute  of  limitations  (except  that  minors  who  do  not 
attain  the  age  of  eighteen  years  within  such  time  shall  have  until  the 
expiration  of  five  years  from  the  date  of  such  act  or  omission  or  until 
they  attain  the  age  of  eighteen  years,  whichever  period  is  shorter) 

• Limitation  on  res  ipsa  loquitor 

• No  ad  damnum  (no  dollar  amount  or  figure  shall  be  included  in  the 
demand  in  any  malpractice  complaint) 

• Study  Commission 

• Malpractice  Insurance  Authority,  which  is  empowered  to  make  mal- 
practice liability  insurance  available  in  this  state. 


AN  ACT  TO  AMEND  TITLE  16,  DELAWARE 
CODE,  RELATING  TO  PATIENTS’  COMPENSA- 
TION FOR  INJURIES  OR  DEATH  INCURRED 
WHILE  UNDER  THE  CARE  OF  HEALTH  CARE 
PROVIDERS  AND  PROVIDING  A SUPPLEMEN- 
TARY APPROPRIATION  THEREFOR. 

WHEREAS,  the  number  of  suits  and  claims  for 
damages  arising  from  professional  patient  care  has 
increased  tremendously  in  the  past  several  years,  and 
the  size  of  judgments  and  settlements  in  connec- 
tion therewith  have  increased  unreasonably;  and 

WHEREAS,  the  effect  of  such  judgments  and  set- 
tlements, based  frequently  on  new  legal  precedents, 
has  been  to  uniformly  and  substantially  increase  the 
cost  of  insurance  coverage;  and 

WHEREAS,  these  increased  insurance  costs  are 
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being  passed  on  to  the  patients  in  the  form  of  higher 
charges  for  health  care  services  and  facilities;  and 

WHEREAS,  the  increased  costs  of  providing  health 
care  services,  the  increased  incidents  of  claims  and 
suits  against  health  care  providers,  and  the  unusual 
size  of  such  claims  and  judgments,  frequently  out  of 
proportion  to  the  actual  damage  sustained,  have 
caused  many  liability  insurance  companies  to  with- 
draw from  the  insuring  of  high  risk  health  care 
providers;  and 

WHEREAS,  the  rising  number  of  suits  and  claims 
is  forcing  health  care  providers  to  practice  defen- 
sively, viewing  each  patient  as  a potential  adversary 
in  a lawsuit,  to  the  detriment  of  both  the  health  care 
provider  and  the  patient,  and  health  care  providers 
for  their  own  protection  are  often  required  to  em- 
ploy excessive  diagnostic  procedures  for  their  patients, 
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unnecessarily  increasing  the  cost  of  patient  care;  and 

WHEREAS,  another  effect  of  the  increase  of  suits 
and  claims  and  the  costs  thereof  is  that  some  health 
care  providers  decline  to  provide  certain  health  care 
services  which  themselves  entail  some  risk  of  patient 
injury;  and 

WHEREAS,  the  cost  and  difficulty  in  obtaining 
insurance  for  health  care  providers  threaten  to  dis- 
courage young  physicians  from  entering  into  the 
practice  of  medicine  in  the  State  of  Delaware,  re- 
sulting in  the  loss  of  physicians  to  other  states;  and 

WHEREAS,  the  inability  to  obtain  or  the  high  cost 
of  obtaining  insurance  affects  the  medical  and  hos- 
pital services  available  in  the  State  of  Delaware  to  the 
detriment  of  its  citizens;  and 

WHEREAS,  some  health  care  providers  may  be 
forced  to  curtail  the  furnishing  of  all  or  a part  of 
their  profession  because  of  the  non-availability  or 
high  cost  of  liability  insurance;  and 

WHEREAS,  the  cumulative  effect  of  suits  and 
claims  is  working  to  the  detriment  of  the  health  care 
providers  and  to  the  citizens  of  this  State;  and 

WHEREAS,  the  ability  of  the  citizens  of  Dela- 
ware to  continue  to  receive  quality  health  care  and 
adequate  and  just  compensation  for  negligent  injury 
is  in  jeopardy;  and 

WHEREAS,  it  is  the  desire  of  the  General  Assem- 
bly to  establish  a system  whereby  any  person  who  has 
sustained  bodily  injury  or  death  as  a result  of  tort 
or  breach  of  contract  on  the  part  of  a health  care 
provider  resulting  from  professional  services  rendered, 
or  which  should  have  been  rendered,  can  obtain 
prompt  determination  and  adjudication  of  his  or  her 
claim  and  fair  and  reasonable  compensation  from  fi- 
nancially responsible  health  care  providers  who  are 
able  to  insure  their  liability  at  a cost  which  is  not 
prohibitive.  It  is  contemplated  that  the  fault  prin- 
ciple strictly  construed  shall  be  adhered  to. 

NOW,  THEREFORE: 

BE  IT  ENACTED  BY  THE  GENERAL  ASSEM- 
BLY OF  THE  STATE  OF  DELAWARE: 

Section  1.  Amend  Title  16,  Delaware  Code,  by 
adding  thereto  a new  chapter  designated  as  Chapter 
27  to  read  as  follows: 

"CHAPTER  27.  PATIENTS’  COMPENSATION 
subchapter  1.  GENERAL  PROVISIONS 

§2701.  Definitions. 

For  the  purpose  of  this  Chapter  the  following 

terms  shall  have  the  following  meanings: 

(1)  'Authority’  means  the  Residual  Malpractice 

Insurance  Authority  established  under  Subchapter 

VIII  hereof. 


(2)  'Commissioner’  means  the  Insurance  Com- 
missioner of  this  State. 

(3)  'Dependent’  means  person  entitled  to  sup- 
port or  maintenance  from  another. 

(4)  'Guardian’  means  a person  standing  in  loco 
parentis  to  a minor. 

( 3 ) 'Health  Care’  means  any  act,  or  treatment 
performed  or  furnished,  or  which  should  have  been 
performed  or  furnished,  by  any  health  care  pro- 
vider for,  to,  or  on  behalf  of  a patient  during  the 
patient’s  medical  care,  treatment  or  confinement. 

(6)  'Health  care  provider’  means  a person,  cor- 
poration, facility,  or  institution  licensed  by  this 
State  to  provide  health  care  or  professional  services 
as  a physician,  registered  nurse,  licensed  practical 
nurse,  hospital,  dentist,  optometrist,  podiatrist, 
physical  therapist,  psychologist,  speech  pathologist, 
audiologist,  or  an  officer,  employee,  or  agent  there- 
of acting  within  the  scope  of  his  employment. 

(7)  'Hospital’  means  a public  or  private  institu- 
tion licensed  under  Chapter  10,  Title  16,  Dela- 
ware Code. 

(8)  'Insurer’  means  the  Authority  or  an  insur- 
ance company  engaged  in  making  in  this  State 
malpractice  liability  insurance  pursuant  to  authori- 
zation under  the  Delaware  Insurance  Code  (Title 
18  of  the  Delaware  Code). 

(9)  'Malpractice’  means  any  tort  or  breach  of 
contract  based  on  health  care  or  professional  serv- 
ices rendered,  or  which  should  have  been  rendered, 
by  a health  care  provider,  to  a patient. 

(10)  'Minor’  means  a person  under  the  age  of 
eighteen  (18)  years. 

(11)  'Patient’  means  a natural  person  who  re- 
ceives or  should  have  received  health  care  from  a 
licensed  health  care  provider,  under  a contract,  ex- 
press or  implied. 

(12)  'Physician’  means  a person  licensed  to  prac- 
tice medicine  and  surgery  in  the  State  under  Chap- 
ter 17,  Title  24,  Delaware  Code. 

(13)  'Representative’  means  the  spouse,  parent, 
guardian,  trustee,  attorney,  executor,  or  other  legal 
agent  of  the  patient. 

(14)  'Risk’  means  any  health  care  provider 
which  shall  apply  for  malpractice  liability  insur- 
ance coverage  under  the  provisions  of  Subchapter 
VIII. 

(15)  'Risk  Manager’  means  an  insurance  com- 
pany or  health  service  corporation  admitted  to 
make  insurance  or  supply  prepaid  health  care  serv- 
ices and  actively  engaged  in  making  in  this  State 
insurance  or  prepaid  health  care  services  pursuant 
to  which  company  is  appointed  by  the  Commis- 
sioner to  manage  the  Authority. 

(16)  'Tort’  means  any  legal  wrong,  or  negli- 
gent or  unlawful  act  or  omission,  other  than 
breach  of  contract,  proximately  causing  injury  or 
damage  to  another. 
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§2702.  Legal  terms  as  at  common  law. 

Any  legal  term  or  word  of  art  used  in  this  Chap- 
ter, not  otherwise  defined,  shall  have  such  meaning 
as  is  consistent  with  the  common  law. 

§2703.  Agreement  assuring  result  to  be  in  writing. 

No  liability  shall  be  imposed  upon  any  health 
care  provider  on  the  basis  of  an  alleged  breach  of 
contract,  express  or  implied,  assuring  results  to  be 
obtained  from  any  procedure  undertaken  in  the 
course  of  health  care,  unless  such  contract  is  ex- 
pressly set  forth  in  writing  and  signed  by  such 
health  care  provider  or  by  an  authorized  agent  of 
such  health  care  providers. 

§2704.  Common  law  remedies. 

A health  care  provider  who  fails  to  qualify  under 
this  Chapter  is  not  covered  by  the  provisions  of 
this  Chapter  and  is  subject  to  liability  under  the 
law  without  regard  to  the  provisions  of  this  Chap- 
ter. If  a health  care  provider  does  not  so  qualify, 
the  patient’s  remedy  will  not  be  affected  by  the 
terms  and  provisions  of  this  Chapter. 

§2705.  Consent  not  varied  by  oral  testimony. 

The  terms  of  any  written  consent  or  release 
given  by  a patient  to  a health  care  provider  shall 
not  be  varied  by  oral  testimony. 

§2706.  Trial  by  jury;  ad  damnum. 

Subject  to  the  provisions  of  Subchapter  IX,  a 
patient  or  his  representative  having  a claim  under 
this  Chapter  for  bodily  injury  or  death  on  account 
of  malpractice  may  file  a complaint  in  any  court 
of  law  having  requisite  jurisdiction  and  demand 
right  of  trial  by  jury.  No  dollar  amount  or  figure 
shall  be  included  in  the  demand  in  any  malpractice 
complaint,  but  the  prayer  shall  be  for  such  dam- 
ages as  are  reasonable  in  the  premises. 

§2707.  Burden  of  proof. 

(a)  In  order  to  recover  an  award  the  party  fil- 
ing the  complaint  bears  the  burden  of  proving  the 
preponderance  of  the  evidence  that  he  or  she  has 
sustained  damage  as  a proximate  result  of  a tort  or 
breach  of  contract  by  the  health  care  provider. 

(b)  No  liability  shall  be  based  upon  asserted 
negligence  unless  expert  medical  testimony  is  pre- 
sented as  to  the  alleged  deviation  from  the  ac- 
cepted standard  of  care  in  the  specific  circumstances 
of  the  case  and  as  to  the  causation  of  the  alleged 
personal  injury  or  death,  except  that  such  expert 
medical  testimony  shall  not  be  required,  and  a re- 
buttable inference  that  the  personal  injury  or 
death  was  caused  by  negligency  shall  arise,  where 
evidence  is  presented  that  the  personal  injury  or 
death  occurred  in  any  one  or  more  of  the  following 
circumstances:  (1)  a foreign  substance  other  than 
medication  or  a prosthetic  device  was  unintention- 


ally left  within  the  body  of  the  patient  following 
surgery,  (2)  an  explosion  or  fire  originating  in  a 
substance  used  in  treatment  occurred  in  the  course 
of  treatment,  (3)  a surgical  procedure  was  per- 
formed on  the  wrong  patient  or  the  wrong  organ, 
limb,  or  part  of  the  patient’s  body. 

§2708.  Savings  clause. 

The  provisions  of  this  Chapter  do  not  apply  to 
any  act  of  malpractice  which  occurred  before  De- 
cember 1,  1975. 

SUBCHAPTER  II.  LIMITATION  OF  LIABILITY 

§2710.  Financial  responsibility;  surcharge 
assessments. 

(a)  To  be  qualified  under  the  provisions  of  this 
Chapter,  a health  care  provider  shall: 

( 1 ) file  with  the  Commissioner  proof  of  financial 
responsibility  as  provided  by  §2718  of  this 
Chapter  in  the  amount  of  one  hundred  thous- 
and dollars  ($100,000)  or  more;  and 

(2)  pay  the  surcharge  assessed  by  this  Chapter  on 
all  health  care  providers. 

§2711.  Limits  of  liability;  excess. 

(a)  A health  care  provider  qualified  under  this 
Chapter  is  not  liable  for  an  amount  in  excess  of  one 
hundred  thousand  dollars  ($100,000)  for  a claim 
of  malpractice. 

(b)  Any  amount  due  from  a judgment  or  set- 
tlement which  is  in  excess  of  the  total  liability  of 
all  liable  health  care  providers,  subject  to  Subsec- 
tion (a),  shall  be  paid  from  the  Patients’  Compen- 
sation Fund  pursuant  to  the  provisions  of  Sub- 
chapter IV,  hereof. 

§2712.  Amount  of  awards;  to  whom  compensation 
inures;  right  to  institute  a claim;  limits  of 
award. 

(a)  For  death  of  a minor  without  dependents, 
the  compensation  recoverable  shall  equal  the  reason- 
able value  of  the  minor’s  services  to  his  parent  or 
legal  guardian,  (if  applicable),  or  person  standing 
loco  parentis  during  minority,  less  the  reasonable 
cost  of  the  maintenance  of  the  minor,  which  com- 
pensation shall  inure  to  the  exclusive  benefit  of  said 
parent  or  guardian,  or  if  none,  to  the  estate  of  the 
minor,  plus  the  reasonable  cost  of  the  medical,  hos- 
pital, funeral,  burial,  or  related  expense.  The 
amount  awarded  may  not  exceed  twenty-five  thous- 
and dollars  ($25,000.00).  The  right  to  institute 
a claim  under  this  subsection  is  in  the  personal  rep- 
resentative of  the  deceased,  for  the  exclusive  bene- 
fit of: 

( 1 ) parent  or  parents,  legal  guardian,  or  person 
standing  in  loco  parentis;  and 

( 2 ) persons  incurring  such  medical,  hospital, 
funeral,  burial,  and  related  expense. 
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(b)  For  death  of  an  adult  without  dependents, 
the  compensation  recoverable  shall  equal  the  reason- 
able cost  of  the  hospital,  medical,  funeral,  burial, 
or  related  expense.  The  amount  so  awarded  may 
not  exceed  fifty  thousand  dollars  ($ JO, 000. 00), 
except  that  where  there  are  children  under  the  age 
of  eighteen  (18)  years  surviving,  the  Board  may 
award  an  additional  sum  not  to  exceed  fifty  thous- 
and dollars  ($50,000.00)  for  the  benefit  of  sa^d 
children.  The  right  to  institute  a claim  under 
this  subsection  is  vested  in  the  personal  representa- 
tive of  the  deceased  for  the  exclusive  benefit  of 
those  incurring  such  expenses  and  the  beneficiaries 
designated  above. 

(c)  For  the  death  of  a minor  or  adult  with  de- 
pendents, the  compensation  recoverable  shall  in- 
clude the  actual  or  prospective  loss  of  earnings,  if 
any,  for  the  working  life  expectancy  of  the  de- 
ceased, during  the  probable  dependency  of  the 
claimant,  less  the  reasonable  cost  of  the  mainten- 
ance of  the  deceased,  plus  the  reasonable  cost  of 
the  deceased’s  medical,  hospital,  funeral,  burial,  or 
related  expense.  The  amount  so  awarded  may  not 
exceed  one  hundred  thousand  dollars  ($100,000.- 
00) . The  right  to  institute  a claim  under  this  sub- 
section is  in  the  personal  representative  of  the  de- 
ceased for  the  exclusive  benefit  of  those  incurring 
such  expenses,  as  well  as  the  dependents  of  the  de- 
ceased. 

(d)  The  court  may  award  an  additional  amount 
for  special  or  general  damages  to  compensate  a 
claimant  for  provable  losses  in  an  amount  not  to 
exceed  fifty  thousand  dollars  ($50,000.00). 

§2713.  Total  liability;  additional  compensation  and 
benefits. 

(a)  The  award  and  benefits  herein  provided,  plus 
costs  and  attorneys’  fees  shall  constitute  the  total 
liability  of  any  health  care  provider  or  its  or  hfis 
liability  insurer,  or  of  any  person  who  could  have 
been  made  a defendant  health  care  provider,  with 
respect  to  any  claim  under  this  Chapter.  How- 
ever, in  addition  to  an  award  under  Subchapter  II, 
§2712  of  this  Chapter,  there  may  be  awarded, 
under  the  circumstances  hereinafter  provided,  ad- 
ditional compensation  and  benefits  as  follows: 

( 1 )  If  in  a particular  case,  in  accordance  with 
the  provisions  of  Subchapter  IV,  it  is  de- 
termined that  the  patient  or  his  depend- 
ents have  sustained  a catastrophic  loss 
and  the  amounts  specified  in  Subchapter 
II,  §2712  of  this  Chapter  are  inadequate 
to  provide  necessary  and  reasonable  com- 
pensation to  the  plaintiff  or  the  plaintiff’s 
dependents,  for  support  and  maintenance 
of  life  and  health,  then  there  may  be 
awarded  plaintiff  or  plaintiff’s  dependents 
such  an  additional  amount  as  reasonably 
necessary  in  order  to  provide  plaintiff  or 


plaintiff’s  dependents  with  such  support 
and  maintenance;  such  additional  amount, 
however,  shall  not  exceed  the  sum  of  two 
hundred  thousand  dollars  ($200,000.00). 

(2)  In  the  event,  however,  any  award  under 
this  section  or  any  settlement  is  not  ade- 
quate to  provide  all  reasonable  and  neces- 
sary medical  expenses  incurred  or  to  be 
incurred  by  the  plaintiff  during  his  life- 
time as  a result  of  the  liability  of  a de- 
fendant or  defendants,  there  may  be  made 
an  additional  award  which  is  deemed  ade- 
quate to  provide  for  such  medical  ex- 
penses. 

( 3 ) Any  award  or  awards  made  under  this 
section  shall  be  payable  only  from  and  out 
of  the  Patients’  Compensation  Fund,  as 
hereinafter  provided  for. 

§2714.  Advance  payment. 

Except  as  provided  in  §2728,  any  advance  pay- 
ment made  by  the  defendant  health  care  provider  ol 
his  insurer  to  or  for  the  plaintiff,  or  any  other  per- 
son, may  not  be  construed  as  an  admission  of  lia- 
bility for  injuries  or  damages  suffered  by  the  plain- 
tiff or  anyone  else  in  action  brought  for  medical 
malpractice. 

§2715.  Evidence  of  advance  payment. 

Evidence  of  an  advance  payment  is  not  admis- 
sible until  there  is  a final  judgment  in  favor  of  the 
plaintiff,  in  which  event  the  court  shall  reduce  the 
judgment  to  the  plaintiff  to  the  extent  of  the  ad- 
vance payment.  The  advance  payment  shall  inure 
to  the  exclusive  credit  of  the  defendant  or  his  in- 
surer making  the  payment.  In  the  event  the  advance 
payment  exceeds  the  liability  of  the  defendant  or 
the  insurer  making  it,  the  court  shall  order  any 
adjustment  necessary  to  equalize  the  amount  which 
each  defendant  is  obligated  to  pay,  exclusive  of 
costs.  In  no  case  shall  an  advance  payment  in 
excess  of  an  award  be  repayable  by  the  person  re- 
ceiving it. 

§2716.  Collateral  source. 

Any  award  of  damages  under  this  Chapter, 
whether  the  initial  one  hundred  thousand  dollars 
($100,000.00)  for  which  liability  insurance  is  pro- 
vided, or  out  of  the  Patients’  Compensation  Fund, 
shall  be  reduced  by  any  collateral  payments  for 
the  same  injury,  public  or  private;  provided,  how- 
ever, that  where  a right  of  subrogation  exists,  it 
shall  be  enforceable  against  any  health  care  pro- 
vider or  its  liability  insurer. 

§2717.  Non-assignability  of  claims. 

A patient’s  claim  for  compensation  under  thii 
Chapter  is  not  assignable. 
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§2718.  Financial  responsibility;  how  established. 

Financial  responsibility  of  a health  care  provider 
under  this  Chapter  may  be  established  only  by 
filing  with  the  Commissioner  proof  that  the  health 
care  provider  is  insured  by  a policy  of  malpractice 
liability  insurance  in  the  amount  of  at  least  one 
hundred  thousand  dollars  ($100,000)  per  occur- 
rence, without  any  limit  on  the  number  of  occur- 
rences within  a given  period  of  time. 

SUBCHAPTER  III.  LIMITATION  OF  ACTIONS 
§2720.  General  limitations. 

Claims  under  this  Chapter  shall  be  subject  to  the 
Statute  of  Limitations  for  personal  injury  and 
wrongful  death  claims,  except  that  under  no  cir- 
cumstances may  a claim  be  filed  later  than  three 
(3)  years  after  the  act  or  omission  constituting  the 
tort  or  breach  of  contract  complained  of;  provided, 
however,  that  minors  who  do  not  attain  the  age 
of  eighteen  (18)  years  within  such  time  shall  have 
until  the  expiration  of  five  ( 3 ) years  from  the  date 
of  such  act  or  omission  or  until  they  attain  the  age 
of  eighteen  (18)  years,  whichever  period  is  shorter. 

SUBCHAPTER  IV.  PATIENTS’  COMPENSATION 
FUND 

§272  3.  Patients’  Compensation  Fund;  method  of 
financing. 

(a)  There  is  created  a Patients’  Compensation 
Fund  to  be  collected  and  received  by  the  Com- 
missioner for  exclusive  use  for  the  purposes  stated 
in  this  Chapter.  The  fund  and  any  income  from 
it  shall  be  held  in  trust,  deposited  in  a segregated 
account,  invested  and  reinvested  by  the  Commis- 
sioner and  shall  not  become  a part  of  the  general 
fund  of  the  State. 

(b)  To  create  the  aforesaid  fund,  an  annual  sur- 
charge shall  be  levied  on  all  health  care  providers 
in  Delaware  as  determined  by  the  Commissioner 
based  upon  actuarial  principles  and  shall  not  gen- 
erally exceed  ten  percent  (10%)  of  the  cost  to 
each  health  care  provider  for  maintenance  of  finan- 
cial responsibility.  If  the  surcharge  is  determined 
inadequate  by  the  Commissioner,  he  may  increase 
it  up  to  fifty  percent  (30%)  of  premiums  in  any 
one  year.  The  surcharge  shall  be  collected  on  the 
same  basis  as  premiums  by  each  insurer,  the  risk 
manager,  and  surplus  lines  agents. 

(c)  Such  surcharge  shall  be  due  and  payable  to 
the  Commissioner  within  thirty  (30)  days  after 
the  premiums  for  malpractice  liability  insurance 
have  been  received  by  the  insurer,  risk  manager, 
and  surplus  lines  agents  from  the  health  care  pro- 
vider in  Delaware.  Before  the  first  day  of  February 
of  each  year,  the  Commissioner  shall  send  to  each 
insurer  a statement  explaining  the  provisions  of 


this  section  together  with  any  other  information 
necessary  for  their  compliance  with  this  section. 

(oj  It  tne  annual  premium  surenarge  is  not  paid 
within  the  time  limited  above,  the  certificate  of 
authority  of  the  insurer,  risk  manager,  and  surplus 
lines  agents  shall  be  suspended  until  the  annual 
premium  surcharge  is  paid. 

(e)  All  expenses  of  collecting,  protecting  and 
administering  the  fund  shall  be  paid  from  the  fund. 

(f)  If  the  fund  exceeds  the  sum  of  one  million 
five  hundred  thousand  dollars  ($1,300,000)  at  the 
end  of  any  calendar  year  after  the  payment  of  all 
claims  and  expenses,  the  Commissioner  shall  reduce 
the  surcharge  provided  in  this  section  in  order  to 
maintain  the  fund  at  an  approximate  level  of  one 
million  five  hundred  thousand  dollars  ($1,3  00,000) 
unless  he  determines  that  the  fund  can  be  adjusted 
downward  without  jeopardizing  the  financial  in- 
tegrity of  the  fund. 

§2726.  Claims;  when  paid. 

All  claims  from  the  Patients’  Compensation  Fund 
shall  be  computed  on  December  3 1 of  the  year  in 
which  the  claim  becomes  final.  All  claims  shall  be 
paid  on  or  before  January  13.  If  the  fund  would 
be  exhausted  by  payment  in  full  of  all  claims  al- 
lowed during  a calendar  year,  then  the  amount 
paid  to  each  claimant  shall  be  prorated.  Any 
amount  due  and  unpaid  shall  be  paid  in  the  follow- 
ing calendar  year. 

§2727.  Vouchers  for  claims  against  fund. 

The  State  Auditor  of  Delaware  shall  issue  a war- 
rant in  the  amount  of  each  claim  submitted  to  him 
against  the  Fund  on  December  3 1 of  each  year. 
The  only  claim  against  the  Fund  shall  be  a voucher 
or  other  appropriate  request  by  the  Commissioner 
after  he  receives: 

(a)  a certified  copy  of  a final  judgment  in 
excess  of  one  hundred  thousand  dollars  ($100,000) 
against  a health  care  provider;  or 

(b)  a certified  copy  of  a court  approved  settle- 
ment in  excess  of  one  hundred  thousand  dollars 
($100,000)  against  a health  care  provider. 

§2728.  Procedure  for  claims  against  fund. 

If  the  insurer  of  a health  care  provider  has  agreed 
to  settle  its  liability  on  a claim  against  its  insured 
by  payment  of  its  policy  limits  of  one  hundred 
thousand  dollars  ($100,000),  and  claimant  is  de- 
manding an  amount  in  excess  thereof,  then  the  fol- 
lowing procedure  must  be  followed: 

(1)  A petition  shall  be  filed  by  the  claimant 
with  the  court  in  which  the  action  is  pend- 
ing against  the  health  care  provider  or,  if 
none  is  pending,  in  the  Superior  Court,  seek- 
ing (a)  approval  of  an  agreed  settlement, 
if  any,  and  (b)  demanding  payment  of 
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damages  from  the  Patients’  Compensation 
Fund. 

(2)  A copy  of  the  petition  shall  be  served  on 
the  Commissioner,  the  health  care  provider 
and  his  insurer,  at  least  ten  (10)  days  before 
filing  and  shall  contain  sufficient  informa- 
tion to  inform  the  other  parties  about  the 
nature  of  the  claim  and  the  additional 
amount  demanded. 

( 3 ) The  Commissioner,  with  the  advice  and  as- 
sistance of  the  Patients’  Compensation 
Board,  as  provided  by  §2735,  may  agree  to 
a settlement  with  the  claimant  from  the 
Patients’  Compensation  Fund,  or  the  Com- 
missioner and  the  insurer  of  health  care  pro- 
vider may  file  written  objections  to  the 
payment  of  the  amount  demanded.  The 
agreement  or  objections  to  the  payment  de- 
manded shall  be  filed  within  twenty  (20) 
days  after  the  petition  is  filed. 

(4)  The  court  in  which  the  petition  is  filed 
shall  set  the  petition  for  approval  or,  if  ob- 
jections have  been  filed,  for  hearing,  as  soon 
as  practicable.  The  court  shall  give  notice 
of  the  hearing  to  the  claimant,  the  insurer 
of  the  health  care  provider,  and  the  Com- 
missioner. 

( 5 ) At  the  hearing,  the  Commissioner,  the 
claimant,  and  the  insurer  of  the  health  care 
provider  may  introduce  relevant  evidence  to 
enable  the  court  to  determine  whether  or 
not  the  petition  should  be  approved  if  it  is 
submitted  on  agreement  without  objections. 
If  the  Commissioner,  the  insurer  of  the 
health  care  provider  and  the  claimant 
cannot  agree  on  the  amount,  if  any,  to  be 
paid  out  of  the  Patients’  Compensation 
Fund,  then  the  court  shall  determine  the 
amount  of  claimant’s  damages,  if  any,  in 
excess  of  the  one  hundred  thousand  dollars 
($100,000)  already  paid  by  or  awarded 
against  the  insurer  of  the  health  care  pro- 
vider. The  court  shall  determine  the 
amount  for  which  the  fund  is  liable  and 
render  a finding  and  judgment  accordingly. 
In  approving  a settlement  or  determining 
the  amount,  if  any,  to  be  paid  from  the 
Patients’  Compensation  Fund,  the  court 
shall  consider  the  liability  of  the  health 
care  provider  as  admitted  and  established. 

(6)  Any  settlement  approved  by  the  court  shall 
not  be  appealed.  Any  judgment  of  the 
court  fixing  damages  recoverable  in  any 
such  contested  proceeding  shall  be  appeal- 
able  pursuant  to  the  rules  governing  appeals 
in  any  other  civil  case  tried  by  the  court. 

§2729.  Measure  of  damages  for  claims  against  fund. 

In  approving  any  settlement  from  the  Patients’ 


Compensation  Fund,  or  in  fixing  the  amount  of 
damages,  if  any,  in  excess  of  the  initial  one  hundred 
thousand  dollars  ($100,000)  covered  by  insurance, 
under  ordinary  circumstances,  agreements  or 
awards  which  provide  for  periodic,  as  opposed  to 
lump-sum  payments,  shall  be  favored. 

SUBCHAPTER  V.  PATIENTS’  COMPENSATION 
BOARD 

§2735.  Purpose  of  Board. 

(a)  To  aid  the  Commissioner  in  the  perform- 
ance of  his  duties  with  respect  to  the  Patients’ 
Compensation  Fund  and  to  aid  in  the  administra- 
tion of  awards  thereunder,  a Patients'  Compensa- 
tion Board  is  hereby  created  to  consist  of  three  (3) 
members  appointed  by  the  Commissioner  and  at 
least  one  of  whom  shall  be  a physician  and  one  a 
lawyer  each  to  serve  a term  of  three  (3)  years  each. 

(b)  The  Patients’  Compensation  Board  shall  ad- 
vise the  Commissioner  on  running  awards  under 
the  Patients’  Compensation  Fund,  and  shall  re- 
certify or  decertify  the  continued  disability  or  right 
to  receive  a continuing  award  under  the  Patients’ 
Compensation  Fund. 

(c)  The  members  of  the  Patients’  Compensation 
Board  shall  meet  at  least  once  every  three  months, 
or  more  often,  if  called  by  the  Commissioner. 

(d)  The  members  shall  be  paid  twenty-five  dol- 
lars ($25.00)  per  meeting  to  be  paid  out  of  the 
Patients’  Compensation  Fund. 

SUBCHAPTER  VI.  ATTORNEY  FEES 
§2740.  Limitation  on  attorney’s  fees. 

(a)  When  a claimant  is  represented  by  an  at- 
torney in  the  prosecution  of  his  claim,  the  court 
shall  fix  and  state  in  the  award,  if  compensation 
is  awarded,  the  amount  of  the  claimant’s  attorney’s 
fees,  which  may  not  exceed  the  amounts  in  the  fol- 
lowing schedule.  Said  schedule  is  binding  on  the 
claimant,  his  attorney,  and  all  defendants. 

(1)  An  attorney’s  fee  not  to  exceed  33  1/3% 
of  a compensatory  award  made  under  Sub- 
chapter II,  §2712  of  this  Chapter,  may  be 
allowed  by  the  Board.  Such  fees  are  pay- 
able over  and  above  the  award,  and  assessed 
against  the  defendants  in  the  same  manner 
as  an  award  of  damages  and  costs,  so  that 
any  damages  awarded  the  plaintiff  under 
Subchapter  II,  §2712  of  this  Chapter  are 
net  and  exclusive  of  attorney  fees  and  costs. 

(2)  An  attorney’s  fee  limited  to  five  percent 
( 5 % ) of  any  award  made  against  the  Pa- 
tients’ Compensation  Fund  pursuant  to  Sub- 
chapter II,  §2713  of  this  Chapter,  may  be 
paid  out  of  such  award. 

(b)  A claimant  has  the  right  to  elect  to  pay 
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for  the  attorney’s  services  on  a mutually  satisfac- 
tory per  diem  basis.  The  election,  however,  must 
be  exercised  in  written  form  at  the  time  of  em- 
ployment. Proof  of  a per  diem  fee  arrangement 
shall  be  filed  at  the  time  of  the  hearing. 

SUBCHAPTER  VII.  REPORTING  AND  REVIEW 
OF  CLAIMS 

§2745.  Reports;  contents;  when  due. 

All  malpractice  claims  settled  or  adjudicated  to 
final  judgment  against  a health  care  provider  shall 
be  reported  to  the  Commissioner  by  the  plaintiff’s 
attorney  and  by  the  health  care  provider  or  his  in- 
surer or  risk  manager  within  sixty  (60)  days  fol- 
lowing final  disposition  of  the  claim.  The  report 
to  the  Commissioner  shall  state  the  following: 

(a)  nature  of  the  claim; 

(b)  damages  asserted  and  alleged  injury; 

(c)  attorney’s  fees  and  expenses  incurred  in 
connection  with  the  claim  or  defense; 

(d)  the  amount  of  any  settlement  or  judg- 
ment. 

§2746.  Disciplinary  action. 

(a)  The  Commissioner  shall  forward  the  name 
of  every  health  care  provider,  except  a hospital, 
against  whom  a settlement  is  made  or  judgment 
is  rendered  under  this  Chapter  to  the  appropriate 
board  of  professional  registration  and  examination 
for  review  of  the  fitness  of  the  health  care  provider 
to  practice  his  profession.  In  each  case  involving 
review  of  a health  care  provider’s  fitness  to  practice 
under  this  Chapter,  the  board  shall  have  the  power, 
in  appropriate  cases,  to  take  the  following  disciplin- 
ary action: 

(1)  censure; 

(2)  imposition  of  probation  for  a determinate 
period; 

(3)  suspension  of  the  health  care  provider’s  li- 
cense for  a determinate  period;  or 

(4)  revocation  of  the  license. 

(b)  Review  of  the  health  care  provider’s  fitness 
to  practice  shall  be  conducted  in  accordance  with 
the  procedures  set  forth  in  24  Delaware  Code,  or 
other  applicable  provision  and  shall  include  a de- 
termination of  whether  a provider  has  been  shown 
to  be  unfit  to  continue  the  practice  of  his  profes- 
sion because  of  a series  of  actions  presumed  to  be 
malpractice,  because  of  verdicts  or  settlements 
against  him,  or  because  of  a single  case  in  which 
the  act  or  omission  is  considered  to  include  gross 
negligence  on  his  part. 

§2747.  Limitation  of  liability  while  coverage  in 
force. 

While  malpractice  liability  insurance  remains  in 


force,  the  health  care  provider  and  his  insurer  are 
liable  to  a patient,  or  his  representative,  for  mal- 
practice, only  to  the  extent  and  in  the  manner  speci- 
fied in  this  Chapter. 

§2748.  Proof  of  financial  responsibility  as  accept- 
ance  of  Act. 

The  filing  of  proof  of  financial  responsibility 
with  the  Commissioner  shall  constitute,  on  the  part 
of  the  insurer,  a conclusive  and  unqualified  accept- 
ance of  the  provisions  of  this  Chapter. 

§2749.  Policy  provisions  void. 

Any  provision  in  a policy  attempting  to  limit  or 
modify  the  liability  of  the  insurer  contrary  to  the 
provisions  of  this  Chapter  is  void. 

§2750.  Conformation  of  policy. 

Every  policy  issued  under  this  Chapter  is  deemed 
to  include  the  following  provisions  and  any  change 
which  may  be  occasioned  by  legislation  adopted  by 
the  General  Assembly  of  the  State  of  Delaware  as 
fully  as  if  it  were  written  therein: 

(a)  The  insurer  assumes  all  obligations  to  pay  an 
award  imposed  against  its  insured  under  the  pro- 
visions of  this  Chapter;  and 

(b)  Any  termination  of  this  policy  by  cancella- 
tion is  not  effective  as  to  the  patient’s  claiming 
against  the  insured  covered  hereby,  unless  at  least 
thirty  (30)  days  before  the  taking  effect  of  the 
cancellation,  a written  notice  giving  the  date  upon 
which  termination  becomes  effective  has  been  re- 
ceived by  the  insured  and  the  Commissioner  at  their 
offices. 

§2751.  .Revocation  of  policy  form  for  failure  to 
pay  a pidgment. 

If  an  insurer  fails  or  refuses  to  pay  a final  judg- 
ment, except  during  the  pendency  of  an  appeal,  or 
fails,  or  refuses  to  comply  with  any  provisions  of 
this  Chapter,  in  addition  to  any  other  legal  remedy, 
the  Commissioner  may  also  revoke  the  approval  of 
its  policy  form  until  the  insurer  pays  the  award  or 
judgment  or  has  complied  with  the  violated  pro- 
visions of  this  Chapter  and  has  resubmitted  its 
policy  form  and  received  the  approval  of  the  Com- 
missioner. 

SUBCHAPTER  VIII.  RISK  MANAGEMENT 
AUTHORITY 

§275  5.  Purpose. 

The  purpose  of  this  subchapter  is  to  make  mal- 
practice liability  insurance  available  to  risks  as 
defined  in  this  Chapter. 

§2756.  Residual  Malpractice  Insurance  Authority 
Created. 

There  is  created  the  Residual  Malpractice  Insur- 
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MEDICAL  PLACEMENT  SERVICE 
is  a service  for  YOU  ! ! ! 

We  Can  Provide  . . . 

1.  Permanent  Medical  Personnel  — 

Medical  secretaries,  laboratory  or  x-ray  technicians,  recep- 
tionists, nurses,  dental  hygienists  or  assistants,  physical  thera- 
pists—ANY  medical  personnel  needs. 

2.  Temporary  Medical  Personnel  - 

Part-time  help,  vacation  or  illness  relief;  for  a few  hours, 
days,  weeks.  Remember  too,  that  these  people  are  on  our  pay- 
roll, eliminating  your  responsibility  as  to  malpractice  insurance, 
taxes,  unemployment  and  workmens  compensation. 

3.  Private  Duty  Personnel  — 

Registered  Nurses  or  Licensed  Practical  Nurses,  and  Nurse 
Assistants  for  home,  hospital,  or  nursing  home  as  needed. 

4.  Travel  Escorts  — 

RN's,  LPN's,  Aides,  or  Companions  for  patient  transfers,  to 
assist  a handicapped  or  incapacitated  person  on  a vacation  or 
cruise,  or  to  accompany  a group  of  senior  citizens  or  others  for 
a day  trip  or  longer  tour. 

WHAT  DO  YOU  NEED???? 

Call  658-8995  and  we'll  be  happy  to  help.  If  you  need 
us  after  5 p.m.  or  on  weekends  call  655-0828. 

MEDICAL  PLACEMENT  SERVICE 

1004  West  24th  Street 
Wilmington,  Delaware 
Phone  658-8995 
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ance  Authority.  The  Department  of  Insurance  is 
designated  as  the  Authority  for  the  purposes  of 
this  Chapter.  The  Authority  is  empowered  to  en- 
gage in  making  malpractice  liability  insurance 
available  in  this  state. 

§2757.  Khk  manager;  limitation  of  liability. 

The  Commissioner  shall  appoint  a risk  manager 
for  the  Authority.  The  separate,  personal  or  in- 
dependent assets  of  the  risk  manager  shall  not  be 
liable  for  or  subject  to  use  or  expenditure  for  the 
purpose  of  providing  insurance  by  the  Authority. 

§275  8.  Duties  of  Risk  Manager. 

In  the  administration  and  provision  for  malprac- 
tice liability  insurance  by  the  Authority,  the  risk 
manager  shall: 

(a)  be  subject  to  all  laws  and  regulations  of  this 
state. 

(b)  prepare  and  file  appropriate  forms  with  the 
Department  of  Insurance; 

(c)  prepare  and  file  premium  rates  with  the  De- 
partment of  Insurance; 

(d)  perform  the  underwriting  function; 

(e)  dispose  of  all  claims  and  litigations  arising 
out  of  insurance  policies; 

(f)  maintain  adequate  books  and  records; 

(g)  file  an  annual  financial  statement  regarding 
its  operation  under  this  Chapter  with  the  Depart- 
ment of  Insurance  on  forms  prescribed  by  the 
Commissioner; 

(h)  obtain  private  reinsurance  for  the  Author- 
ity, if  necessary; 

(i)  prepare  and  file  for  approval  of  the  Commis- 
sioner a schedule  of  agent’s  compensation;  and 

(j)  prepare  and  file  a plan  of  operations  with  the 
Commissioner  for  approval. 

§2759.  Compensation  of  Risk  Manager. 

The  risk  manager  shall  receive  as  compensation 
for  its  services,  a percentage  of  all  premiums  re- 
ceived by  it  under  the  terms  of  this  Chapter,  as  de- 
termined by  the  Commissioner.  The  compensation 
may  be  adjusted  by  the  Commissioner. 

§2760.  Declined  risks;  notice  and  review. 

(a)  If  a risk  after  diligent  effort  has  been  de- 
clined, by  at  least  two  (2)  insurers,  the  risk  may, 
together  with  evidence  of  the  two  (2)  declinations, 
forward  his  application  to  the  risk  manager. 

(b)  If  the  risk  manager  declines  to  accept  the 
risk,  notice  of  declination,  together  with  the  rea- 
sons, shall  be  sent  to  the  applicant  and  the  Com- 
missioner. The  applicant  shall  have  ten  (10)  days 
from  the  date  of  notice  to  file  an  appeal  for  review 
by  the  Commissioner.  On  appeal,  the  Commis- 
sioner shall  review  the  decision  of  the  risk  manager 
and  enter  an  appropriate  order. 


§2761.  Segregation  of  Authority  funds. 

All  sums  appropriated  by  the  State  of  Delaware, 
and  any  surplus  of  premiums  over  losses  and  ex- 
penses received  by  the  Authority  shall  be  placed 
in  a segregated  fund  and  shall  be  invested  and  re- 
invested by  the  Commissioner,  and  investment  in- 
come generated  shall  remain  in  the  fund. 

SUBCHAPTER  IX.  MEDICAL  REVIEW  PANELS 

§2765.  Establishment  of  Medical  Review  Panels; 
purpose. 

Provision  is  made  for  the  establishment  of  medi- 
cal review  panels  to  review  all  malpractice  claims 
against  health  care  providers  covered  by  this  Chap- 
ter. 

§2766.  Submission  to  panel  prerequisite  to  suit. 

No  action  against  a health  care  provider  may  be 
commenced  in  any  court  of  this  state  before  the 
claimant’s  proposed  complaint  has  been  presented 
to  a medical  review  panel  established  pursuant  to 
this  Chapter  and  an  opinion  is  rendered  by  the 
panel. 

§2767.  Composition  of  panels. 

Except  as  provided  in  §2768  (5  ),  the  medical 
review  panel  shall  consist  of  one  ( 1 ) attorney  and 
three  (3)  physicians  who  hold  licenses  to  practice 
medicine  in  this  state.  The  attorney  shall  act  in 
an  advisory  capacity  and  as  chairman  of  the  panel, 
but  shall  have  no  vote. 

§2768.  Method  of  selection. 

A medical  review  panel  shall  be  selected  in  the 
following  manner: 

( 1 ) All  physicians  engaged  in  the  active  prac- 
tice of  medicine  in  this  state,  whether  in  the 
teaching  profession  or  otherwise,  who  hold 
a license  to  practice  medicine,  shall  be  avail- 
able for  selection. 

(2)  Each  party  to  the  action  shall  have  the 
right  to  select  one  ( 1 ) physician,  and,  upon 
selection,  said  physician  shall  be  required  to 
serve.  The  two  ( 2 ) physicians  thus  se- 
lected shall  select  the  third  physician  panel- 
ist. 

(3)  Where  there  are  multiple  plaintiffs  or  de- 
fendants, there  shall  be  only  one  (1)  phy- 
sician selected  per  side.  The  plaintiff, 
whether  single  or  multiple,  shall  have  the 
right  to  select  one  (1)  physician  and  the 
defendant,  whether  single  or  multiple,  shall 
have  the  right  to  select  one  ( 1 ) physician. 

(4)  A panelist  so  selected  shall  serve  unless  for 
good  cause  shown  he  may  be  excused.  To 
show  good  cause  for  relief  from  serving,  the 
panelist  shall  be  required  to  serve  an  affidavit 
upon  a judge  of  a court  having  jurisdiction 
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over  the  claim.  The  affidavit  shall  set  out 
the  facts  showing  that  service  would  con- 
stitute an  unreasonable  burden  or  undue 
hardship.  The  court  may  excuse  the  pro- 
posed panelist  from  serving. 

( 5 ) If  there  is  only  one  ( 1 ) party  defendant, 
other  than  a hospital,  two  (2)  of  the  panel- 
ists selected  shall  be  from  the  same  class  of 
health  care  provider  as  the  defendant. 

(6)  Within  ten  (10)  days  after  notification  of 
a proposed  panelist  by  the  plaintiff,  the  de- 
fendant shall  select  a proposed  panelist. 

(7)  Within  ten  (10)  days  of  any  selection, 
written  challenge,  without  cause,  may  be 
made  to  the  panel  member.  Upon  challenge, 
a party  shall  select  another  panelist.  If  two 

(2)  such  challenges  are  made  and  submitted, 
the  judge  shall  appoint  a panel  consisting  of 
three  (3)  qualified  panelists,  and  each  side 
shall  strike  one  ( 1 ) and  the  remaining  mem- 
ber shall  serve. 

(8)  The  parties  may  agree  on  the  attorney  mem- 
ber of  the  panel,  or  if  no  agreement  can  be 
reached,  then  the  attorney  member  shall  be 
drawn  by  lot  from  the  list  of  attorneys 
qualified  to  practice  and  presently  on  the 
rolls  of  the  Supreme  Court  of  the  State  of 
Delaware.  Upon  request  the  Clerk  of  the 
Supreme  Court  shall  draw  five  ( 5 ) names 
at  random  from  the  list  of  attorneys,  and 
the  parties  shall  then  each  strike  two  (2) 
names  alternately  with  the  claimant  strik- 
ing first  until  both  sides  have  stricken  two 
(2)  names  and  the  remaining  name  shall  be 
the  attorney  member  of  the  panel. 

§2769.  Evidence;  duties  of  chairman. 

The  evidence  to  be  considered  by  the  medical  re- 
view panel  shall  be  promptly  submitted  by  the 
respective  parties  in  written  form.  Evidence  may 
consist  of  medical  charts,  x-rays,  laboratory  tests, 
excerpts  of  treatises,  depositions  of  witnesses  in- 
cluding parties  and  any  other  form  of  evidence 
allowable  by  the  medical  review  panel.  Depositions 
of  parties  and  witnesses  may  be  taken  prior  to  the 
convening  of  the  panel.  The  chairman  of  the 
panel  shall  advise  the  panel  relative  to  any  legal 
question  involved  in  the  review  proceeding  and 
shall  prepare  the  opinion  of  the  panel  as  provided 
in  §2772.  A copy  of  the  evidence  shall  be  sent  to 
each  member  of  the  panel. 

§2770.  Right  to  convene  panel;  procedure  before 
panel. 

Either  party,  after  submission  of  all  evidence  and 
upon  ten  (10)  days’  notice  to  the  other  side,  shall 
have  the  right  to  convene  the  panel  at  a time  and 
place  agreeable  to  the  members  of  the  panel.  Either 


party  may  question  the  panel  concerning  any  mat- 
ters relevant  to  issues  to  be  decided  by  the  panel 
before  the  issuance  of  their  report.  The  chairman 
of  the  panel  shall  preside  at  all  meetings.  Meetings 
shall  be  informal. 

§2771.  Panel’s  right  to  information;  access  of  par- 
ties. 

The  panel  shall  have  the  right  and  duty  to  re- 
quest all  necessary  information.  The  panel  may 
consult  with  medical  authorities.  The  panel  may 
examine  reports  of  such  other  health  care  providers 
necessary  to  fully  inform  itself  regarding  the  issue 
to  be  decided.  Both  parties  shall  have  full  access  to 
any  material  submitted  to  the  panel. 

§2772.  Opinions  of  panel;  time  for  rendering. 

The  panel  shall  have  the  sole  duty  to  express  its 
expert  opinion  as  to  whether  or  not  the  evidence 
supports  the  conclusion  that  the  defendant  or  de- 
fendants acted  or  failed  to  act  within  the  appropri- 
ate standards  of  care  as  charged  in  the  complaint. 
After  reviewing  all  evidence  and  after  any  examin- 
ation of  the  panel  by  counsel  representing  either 
party,  the  panel  shall,  within  thirty  (30)  days, 
render  one  or  more  of  the  following  expert  opinions 
which  shall  be  in  writing  and  signed  by  the  panel- 
ists: 

( 1 ) The  evidence  supports  the  conclusion  that 
the  defendant  or  defendants  failed  to  com- 
ply with  the  appropriate  standard  of  care  as 
charged  in  the  complaint. 

(2)  The  evidence  does  not  support  the  con- 
clusion that  the  defendant  or  defendants 
failed  to  meet  the  applicable  standard  of 
care  as  charged  in  the  complaint. 

( 3 ) There  is  a material  issue  of  fact,  not  requir- 
ing expert  opinion,  bearing  on  liability  for 
consideration  by  the  court  or  jury. 

(4)  The  conduct  complained  of  was  or  was  not 
a factor  of  the  resultant  damages,  and  if  so, 
whether  the  plaintiff  suffered:  (1)  any  dis- 
ability and  the  extent  and  duration  of  the 
disability,  and  (2)  any  permanent  impair- 
ment and  the  percentage  of  the  impairment. 

§2773.  Tolling  of  limitations. 

The  filing  of  the  request  for  review  of  a claim 
shall  toll  the  applicable  statute  of  limitations  to 
and  including  a period  of  ninety  (90)  days  fol- 
lowing the  issuance  of  the  opinion  by  the  medical 
review  panel.  The  request  for  review  of  a claim 
under  this  Chapter  shall  be  deemed  filed  when  a 
copy  of  the  proposed  complaint  is  delivered  or 
mailed  by  registered  or  certified  mail  to  the  Com- 
missioner, who  shall  immediately  forward  a copy 
to  each  health  care  provider  named  as  a defendant 
at  his  last  and  usual  place  of  residence  or  his  office. 
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§2774.  Report  of  panel  admissible  in  evidence; 
members  as  witnesses,  immunity  of  mem- 
bers. 

Any  report  of  the  expert  opinion  reached  by  the 
medical  review  panel  shall  be  admissible  as  evidence 
in  any  action  subsequently  brought  by  the  claim- 
ant in  a court  of  law,  but  such  expert  opinion  shall 
not  be  conclusive  and  either  party  shall  have  the 
right  to  call,  at  his  cost,  any  member  of  the  medi- 
cal review  panel  as  a witness.  If  called,  the  wit- 
ness shall  be  required  to  appear  and  testify.  A 
panelist  shall  have  absolute  immunity  from  civil 
liability  for  all  communications,  findings,  opinions 
and  conclusions  made  in  the  course  and  scope  of 
duties  prescribed  by  this  Chapter. 

§2775.  Compensation  of  panelists. 

Each  member  of  the  medical  review  panel  shall 
be  paid  at  the  rate  of  twenty-five  dollars  ($25.00) 
per  diem,  not  to  exceed  a total  of  two  hundred 
fifty  dollars  ($250.00),  for  all  work  performed  as 
a member  of  the  panel  exclusive  of  time  involved 
if  called  as  a witness  to  testify  in  court,  and  in 
addition  thereto,  reasonable  travel  expense.  Fees  of 
the  panel  including  travel  expenses  shall  be  paid 
by  the  side  in  whose  favor  the  majority  opinion  is 
written.  If  there  is  no  majority  opinion,  then  each 
side  shall  pay  one-half  ( ’/a ) of  the  cost. 

SUBCHAPTER  X.  MEDICAL  MALPRACTICE 
STUDY  COMMISSION 

§2780.  Composition  of  Medical  Malpractice  Study 
Commission;  duties  of  Governor,  Legisla- 
tive Council  and  Insurance  Commissioner; 
reports. 

(а)  There  is  created  a medical  malpractice  study 
commission  to  consist  of  the  following  members: 

(1)  two  (2)  members  of  the  Senate,  not  of  the 
same  political  party,  to  be  appointed  by  the 
President  Pro  Tempore  of  the  Senate; 

(2)  two  (2)  members  of  the  House  of  Repre- 
sentatives, not  of  the  same  political  party, 
to  be  appointed  by  the  Speaker  of  the  House 
of  Representatives; 

(3)  the  Insurance  Commissioner  of  Delaware; 

(4)  a representative  of  the  insurance  industry  or 
health  services  corporation  to  be  appointed 
by  the  Governor; 

(5)  two  (2)  physicians,  licensed  to  practice 
medicine  and  surgery  in  Delaware  to  be  ap- 
pointed by  the  President  of  the  Medical  So- 
ciety of  Delaware; 

(б)  two  (2)  attorneys,  admitted  to  the  practice 
of  law  in  Delaware  to  be  appointed  by  the 
President  of  the  Delaware  State  Bar  Associa- 
tion; 

(7)  one  (1)  representative  of  the  Association  of 


Delaware  Hospitals  to  be  appointed  by  the 
Governor;  and 

(8)  two  (2)  individuals  not  associated  with 
the  hospital  or  insurance  industry,  not  ad- 
mitted to  the  practice  of  law  or  medicine, 
and  not  of  the  same  political  party  to  be 
appointed  by  the  Governor. 

(b)  The  commission  shall  meet  and  organize  be- 
fore September  1,  1975.  The  Governor  shall  ap- 
point a chairman  and  a secretary. 

(c)  The  Legislative  Council  shall  provide  stafi 
assistance  to  the  commission. 

(d)  The  Insurance  Commissioner  shall  provide 
all  information  and  reports  at  his  disposal  which 
the  commission  requests. 

(e)  The  commission  shall  report  to  the  Legisla- 
tive Council  and  the  Governor  on  or  before  Janu- 
ary 1,  1976,  and  again  on  February  1,  1976,  with 
a final  report  by  March  1,  1976.  The  reports  shall 
include,  but  need  not  be  limited  to,  discussions  of 
the  following  topics: 

( 1 ) the  scope  and  extent  of  the  malpractice 
problem; 

(2)  reasons  for  the  increase  in  malpractice 
claims; 

(3)  effects  of  the  rise  in  malpractice  claims  on 
health  care  providers,  including  the  in- 
creased use  of  defensive  medicine  and  in- 
creased premium  costs; 

(4)  effect  of  claims  increase  on  patients,  includ- 
ing increased  costs; 

( 5 ) alternative  approaches  and  proposed  solu- 
tions to  the  malpractice  problem; 

(6)  review  of  comparable  law  on  screening 
panels  and  recommendations  regarding  its 
use;  and 

(7)  recommendations  of  the  commission. 

SUBCHAPTER  XL  PREMIUM  RATES  OF  MAL- 
PRACTICE INSURERS 

§2785.  Insurance  Premiums. 

The  premium  rates  in  Delaware  for  medical  mal- 
practice insurance  or  patients’  compensation  insur- 
ance for  all  health  care  providers  shall  be  deter- 
mined solely  by  the  number  and  amounts  of  settle- 
ments, judgments,  awards  and  costs  of  doing  busi- 
ness which  are  involved  with  claims  in  Delaware 
for  bodily  injury  or  damages  arising  out  of  the 
death  or  bodily  injury  of  a patient  as  a proximate 
result  of  a tort  or  a breach  of  contract  by  a health 
care  provider.  The  Commissioner  must  review  and 
approve  all  such  premiums. 

SUBCHAPTER  XII.  SEVERABILITY 
§2790.  Invalidity  of  part  not  to  invalidate  whole. 

If  a provision  of  this  act  or  its  application  to  a 
person  or  circumstance  is  held  invalid,  the  invalid- 
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ity  does  not  affect  other  provisions  or  applications 
of  the  act  which  can  be  given  effect  without  the 
invalid  provision  of  application,  and  to  this  end  the 
provisions  of  this  act  are  severable. 

Section  2.  The  sum  of  fifty  thousand  dollars  ($50,- 
000)  is  hereby  appropriated  from  the  General  Fund 
of  the  State  of  Delaware  to  the  Insurance  Commis- 
sioner of  the  State  of  Delaware  for  use  by  the  Insur- 
ance Commissioner  in  the  performance  of  his  duties 
and  functions  as  the  Residual  Malpractice  Insurance 
Authority  under  this  Act,  which  shall  be  refunded  to 
the  General  Fund  as  determined  feasible  by  the  Com- 
missioner. Such  monies  as  remain  in  this  Authority 
will  not  revert  to  the  General  Fund  at  the  end  of 
the  fiscal  year.  This  appropriation  shall  be  considered 
as  a supplementary  appropriation  and  shall  be  paid 
by  the  State  Treasurer  from  funds  not  otherwise  ap- 
propriated. 

Section  3.  The  sum  of  fifteen  thousand  dollars 
($1  5,000)  is  hereby  appropriated  from  the  General 
Fund  of  the  State  of  Delaware  to  the  Legislative 
Council  of  the  State  of  Delaware  for  the  purpose  of 
implementing  Subchapter  X (Malpractice  Study 
Commission).  This  appropriation  shall  be  considered 


as  a supplementary  appropriation  and  shall  be  paid 
by  the  State  Treasurer  from  funds  not  otherwise  ap- 
propriated. 

Section  4.  This  Act  shall  take  effect  on  December 
1,  1975;  providing,  however,  that  nothing  herein 
contained  shall  affect  any  right  or  remedy  flowing 
out  of  an  act  or  omission  of  a health  care  provider 
occurring  prior  to  that  date,  but  such  rights  or 
remedies  shall  remain  unimpaired. 

SYNOPSIS 

This  Bill  establishes  a quasi-judicial  board  to  I 
determine  the  liability  for  medical  injuries  of  ; | 
those  health  care  providers  who  qualify  by  1 1 
demonstrating  financial  responsibility  and  to  j 
award  damages  to  the  injured  persons  subject  to  , 
certain  guidelines  and  limitations.  The  Bill  also  j 
makes  proof  of  financial  responsibility  by  health  j 
care  providers  mandatory  and  establishes  a fund  ^ 

from  assessments  against  health  care  providers,  ; 

said  fund  to  be  used  for  supplemental  awards  in  ' 
cases  where  the  Board  deems  the  insurance  cover-  ^ 
age  limits  to  be  inadequate.  ™ 
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According  to  her  major 
itoms,  she  is  a psychoneu- 
patient  with  severe 
!ty.  But  according  to  the 
iption  she  gives  of  her 
igs,  part  of  the  problem 
iOund  like  depression, 
is  because  her  problem, 
ugh  primarily  one  of  ex- 
it  anxiety,  is  often  accom- 
d by  depressive  symptom- 
gy.  Valium  (diazepam) 
rovide  relief  for  both— as 
xessive  anxiety  is  re- 
1,  the  depressive  symp- 
associated  with  it  are  also 
relieved. 

here  are  other  advan- 
in  using  Valium  for  the 
gement  of  psychoneu- 
inxiety  with  secondary 
ssive symptoms:  the 
otherapeutic  effect  of 
m is  pronounced  and 
, This  means  that  im- 
ment  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


llance  because  of  their  predisposi- 
habituation  and  dependence.  In 
incy,  lactation  or  women  of  child- 
g age,  weigh  potential  benefit 
t possible  hazard, 
itions:  If  combined  with  other  psy- 
pics  or  anticonvulsants,  consider 
lly  pharmacology  of  agents  em- 
; drugs  such  as  phenothiazines, 
ics,  barbiturates,  MAO  inhibitors 
ler  antidepressants  may  potentiate 
on.  Usual  precautions  indicated  in 
ts  severely  depressed,  or  with  latent 
sion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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TO  TURN  THE  TIDE 


My  term  as  President  of  the  Medical  Society 
of  Delaware  will  shortly  come  to  an  end.  This 
is  the  last  opportunity  that  I will  have  to  ad- 
dress you  on  this  page. 

Surely  you  will  all  understand  my  desire  to 
tell  you  something  of  real  significance  in  this, 
my  last  President’s  Page.  Therefore,  I have 
chosen  a topic  that  holds  great  meaning  for 
me — big  government. 

I am  troubled  by  the  size  and  importance 
that  our  federal,  state,  and  municipal  govern- 
ments have  assumed.  Further,  the  growth  of 
government  does  not  appear  to  have  reached 
its  end  point;  rather,  it  threatens  to  continue 
at  an  ever  increasing  pace. 

We  physicians  are  well  acquainted  with  the 
dominant  role  that  government  plays  in  the 
health  care  field,  and  we  know  that  total  na- 
tionalization of  medicine  is  a definite  possi- 
bility. We  must  also  understand  that  this  un- 
fortunate trend  is  not  an  isolated  phenome- 
non; it  is  a reflection  of  the  inclination  of  our 
entire  social  structure.  This  is  an  important 
concept  since  our  struggle  to  maintain  a free 
and  independent  profession  will  surely  fail  if 
governmental  dominance  over  the  totality  of 
our  existence  continues  to  increase. 

It  is  most  disheartening  for  me  to  observe 
that  the  concept  of  further  self-perpetuation 
of  the  power  of  government  over  the  individual 
has  gained  such  widespread  acceptance  that 
we  no  longer  contest  it.  There  is  no  longer 
any  effective  voice  pleading  for  a free  enter- 
prise system,  and  the  only  meaningful  dis- 
cussion is  on  the  terms  of  the  surrender.  If 


anyone  speaks  or  writes  as  an  advocate  of  a 
truly  free  enterprise  system,  his  thoughts  will 
be  immediately  dismissed  as  archaic  and  not 
pertinent  to  the  modern  situation. 

Today,  this  country  is  beset  by  many  serious 
problems  — inflation,  unemployment,  poverty, 
crime,  and  perhaps  our  most  serious  problem — 
a decrease  in  the  quality  of  life.  Surely  we 
will  look  to  government  for  part  of  the  solution 
to  these  problems.  But  let  us  not  fail  to  con- 
sider that  government  has  created  much  of 
the  problem. 

Rather  than  quibble  about  the  details  of 
various  federal  programs,  we  must  reexamine 
some  of  the  basic  concepts  which  may  have 
misguided  us  through  the  last  several  decades. 
Can  the  government  really  supply  us  with 
wealth,  security,  and  happiness?  Is  a proper 
function  of  government  to  provide  us  with  jobs, 
guaranteed  income,  housing,  school  lunches, 
medical  care,  a pension,  college  education, 
etc.,  etc.?  What  then  is  the  responsibility  of 
the  individual? 

It  is  only  this  type  of  sweeping  reappraisal 
which  can  stop  the  trend  toward  a total  wel- 
fare state.  Peripheral  arguments  on  technical 
issues  are  of  no  lasting  consequence.  We  must 
go  to  the  philosophical  heart  of  the  issue,  we 
must  argue  on  matters  of  principle,  and  we 
must  fight  to  win.  This  way  we  will  stop  the 
tide  and  turn  it  back. 
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Help 

stop  the  tears 

of  coUc,  dianiiea 
or  similar  malad); 

i-Soyalae. 

i-Soyalac  and  regular  Soyalac  are  palatable,  readily 
digestible  and  assimilated.  It 
simulates  human  milk  in  ap- 
pearance, taste  and  texture. 

It  is  complete  with  vitamins 
and  minerals.  It  is  suitable  for 
infants  and  children  who  are  sensitive 
to  or  cannot  tolerate  cow’s  milk. 

For  nearly  a quarter  of  a century,  Soyalac  has  proven 
its  value  in  promoting  growth  and  development 
as  shown  by  extensive  clinical  data. 

Available  in  four  forms:  i-Soyalac  Concentrated, 
Soyalac  Concentrated,  Soyalac  Ready-to- 
Serve,  and  Soyalac  Powder. 


i-Soyalac  from  isolated  protein  without  corn. 


Send  to:  Loma  Linda  Foods 

Medical  Products  Division 
Riverside,  Calif.  92505 

Please  send  me  free  sample  and  literature. 

Name 


Address . 
City 


State 


Zip . 


I 

I 

I 

ST-9  ! 


Or  a simple  note  on  your  prescription  form  will  do. 


WHERE  WE’VE  BEEN  GOING 


It  is  hard  to  believe  that  this  column  is 
over  a year  old.  My  maiden  effort  in  July 
1974  was  devoted  to  a review  of  what  you,  as 
a member  of  the  Medical  Society,  get  in  re- 
turn for  your  dues.  More  on  the  subject  was 
promised  in  later  columns,  but  as  a year  slip- 
ped quickly  by  other  topics  claimed  attention. 

Ten  years  ago  regular  annual  dues  were 
$80;  today  they  are  $165.  Inflation  alone, 
without  considering  other  factors,  would  have 
increased  the  dues  to  $152.  There  are  other 
factors.  One  is  an  increase  in  membership  of 
approximately  125  in  the  past  ten  years,  an 
offsetting  factor  which  spreads  the  cost  of 
running  the  Society  to  that  extent.  Of  greatest 
significance,  by  far,  is  the  increase  in  the  ac- 
tivities of  the  Society  as  compared  to  ten 
years  ago. 

Your  administrative  staff,  consisting  of  three 
persons  in  1965,  is  now  five.  This  expansion 
has  been  necessitated  by  greatly  increased 
committee  activity.  Committees  which  existed 
only  on  paper  or  met  rarely  are  now  real 
working  bodies.  Beyond  that,  the  Society  has 
undertaken  many  additional  programs  during 
the  period  in  question. 

The  Explorer  Post,  the  Medico-Legal 
Screening  Panel,  the  Liability  Insurance  Com- 
mittee, the  Mental  Health  Committee,  and 
the  Peer  Review  Committee,  all  represent  So- 


ciety functions  which  have  been  initiated  or 
rejuvenated  since  1965.  The  list  is  inex- 
haustible. 

Your  staff  now  performs  administrative 
functions  for  the  Kent  and  Sussex  County 
Medical  Societies. 

What  does  this  growth,  all  out  of  proportion 
to  the  ten-year  increase  in  membership,  say 
about  the  Delaware  physician?  That  he  has 
greater  public  awareness,  certainly.  Also  an 
increased  sense  of  professional  unity,  includ- 
ing a sense  of  increased  obligation  to  the  pro- 
fession. 

Because  it  is  a specialty,  and  because  the 
staff  and  committees  are  too  busy  to  do  an 
effective  public  relations  job,  a public  rela- 
tions firm  was  hired  this  summer,  coinciden- 
tally with  the  promotion  of  malpractice  legis- 
lation. 

Not  that  the  past  decade  has  been  all 
smooth  sailing  or  free  of  difficulties  for  the 
Society,  but  there  is  neither  space  nor  inclina- 
tion to  dwell  on  these. 


Executive  Director 
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For  when  was 
honey  ever  made 
with  one  bee  in 
the  hive”... 


ThomasHood,  The  Last  Man 


Cooperation  has  been  the  success 
ingredient  in  /Etna  Life  & Casualty's 
relationship  with  your  medical 
association. 

We  appreciate  the  participation  of  all 
the  doctors  who  have  involved  them- 
selves in  our  programs.  And  the  more 
doctors  who  participate,  the  more 
successful  these  programs  will  be. 

Through  our  literature  and  seminars, 
we  will  continue  to  provide  you  with 
information  on  new  laws  and  how 
they  affect  you  as  doctors.  We  will 


continue  to  update  you  on  the 
climate  related  to  claims.  We  hope 
that  every  doctor  will  benefit  from 
this  information  and  that  even 
more  of  you  will  discuss  mutual 
problems  with  your  local  and  state 
organizations. 

Like  the  doctors  who  are  already  in- 
volved in  these  programs,  we  feel 
that  what  is  good  for  the  medical 
profession  is  also  good  for  the  indi- 
vidual doctor.  And  /Etna  will  work 
with  you  to  make  it  happen. 


LIFE  & CASUALTY 


You  get  atiion  with  /Etna 


The  /Etna  Casualty  and  Surety  Company  Hartford.  Conn 


Leslie  W.  Whitney,  M.D. 


When  dealing  with  post-mastectomy  pa- 
tients following  simple,  radical,  or  modified 
mastectomy,  the  surgeon  is  usually  satisfied  if 
his  patient  can  raise  her  hand  above  her  head, 
brush  her  hair,  and  dress  herself.  These  simple 
tests  usually  satisfy  the  physician  as  to  the 
physical  rehabilitation  of  the  patient.  Careful 
questioning,  however,  often  reveals  that  these 
women  have  not,  in  fact,  returned  to  normal 
pre-surgical  activity  and  are  unable  to  re- 
sume, in  a comfortable  way,  activities  that 
were  formerly  a part  of  their  life.  They  are 
often  unable  to  play  tennis,  golf,  or  bowl,  or 
even,  in  some  cases,  to  place  a box  on  the  top 
shelf  of  a closet. 

ENCORE,  a post-mastectomy  exercise  pro- 
gram, has  been  developed  to  help  solve  this 
problem.  Helen  Glines  Koburt,  a retired 
Registered  Nurse,  underwent  a mastectomy  in 
1964.  She,  as  a member  of  the  Princeton, 
New  Jersey  YWCA,  developed  a program  with 
the  aid  and  support  of  the  New  Jersey  Division 
of  the  American  Cancer  Society. 

The  primary  emphasis  of  ENCORE  is  on 
achieving  increased  arm  movement  through 
carefully  developed  exercises  conducted  in  a 
pleasant,  natural  environment.  This  is  sup- 
plemented by  the  encouragement  and  satisfac- 
tion most  participants  derive  from  sharing 
their  efforts  with  others  who  have  had  the 
same  problems.  The  program  is  held  weekly 
and  is  offered  free  of  charge  to  women  who 
are  at  least  three  weeks  post-operative  and  who 


participate  with  their  doctor’s  permission.  In 
these  sessions,  forty-five  minutes  are  devoted 
to  land  exercises,  and  participants  are  en- 
couraged to  spend  an  additional  thirty  minutes 
in  the  pool.  For  those  who  do  not  know  how 
to  swim,  instructions  are  given. 

In  1974,  the  Rippel  Foundation  made  a 
grant  to  the  Princeton  YWCA  to  enable  it 
to  conduct  ENCORE  institutional  training 
workshops.  The  exercises  used  in  these  work- 
shops have  been  studied  and  approved  by  an 
Advisory  Committee  composed  of  members 
from  the  Princeton  Medical  Center’s  surgical, 
physical  therapy,  gynecological,  and  rehabili- 
tation services. 

The  local  YWCA  of  New  Castle  County, 
Delaware,  was  selected  as  one  of  thirty  loca- 
tions throughout  the  country  to  begin  a pri- 
vate program.  One  of  the  Y’s  instructors, 
Mrs.  Ruth  Ford,  trained  in  fitness  and  special- 
ized swimming  programs,  was  selected  to  par- 
ticipate in  the  training  workshops. 

A Review  Committee  is  studying  the  pro- 
gram as  it  is  presented  in  Princeton  and  the 
thirty  communities.  Written  material  devel- 
oped for  the  pilot  program  is  being  carefully 
evaluated.  Provided  that  the  Review  Com- 
mittee endorses  the  program,  ENCORE  will 
become  a program  of  the  National  YWCA  and 
made  available  nationwide.  The  program  is 
also  being  evaluated  by  the  Service  Committee 
of  the  Delaware  Division  of  the  American 
Cancer  Society. 


Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 

This  page  is  sponsored  by  the  Cancer  Coordination  Office  funded  through  an  NCI  Planning  Grant. 
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Additional  plans  are  being  made  to  have 
available  at  each  session  a Reach  to  Recovery 
volunteer,  who  will  be  available  for  informal 
discussion  and  conversation;  and,  if  this  pro- 
gram is  successful,  physicians  will  be  invited 
to  spend  a short  period  of  time  for  discussion 
in  the  period  between  land  exercises  and  the 
pool. 


I think  Delaware  is  fortunate  in  being 
selected  for  one  of  these  pilot  programs,  and 
I believe  this  represents  a new  dimension  in 
the  approach  to  total  physical  rehabilitation  of 
the  post-mastectomy  patient.  The  ENCORE 
program  is  currently  being  offered  at  the  Wil- 
mington Central  YWCA,  908  King  Street. 
Hours  will  be  determined  at  the  convenience 
of  the  participants. 


HOXTER  CATERERS 

Since  1898 

Serving  Delawareans  Exquisite  Food  and  Service 

Our  banquet  staff  is  available  at  all  times  specializing  in 
WEDDINGS,  BUSINESS  MEETINGS,  COCKTAIL  PARTIES, 
OFFICE  PARTIES.  ALL  OCCASIONS- ANY  NUMBER 

1801  WEST  14th  STREET 
WILMINGTON,  DELAWARE  19806 
655-6018  656-3597 


"Say  it  with  Ours" 

1303  Veale  Road  Phone  478-6231 

Wilmington,  Delaware  19810 
(Corners  of  Marsh  and  Veale  Roads) 
FLOWERS  BY  WIRE 
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THERAPEUTIC  INDICATIONS  FOR 
SOFT  CONTACT  LENSES 


It  is  well  known  that  the  soft  contact  lens  offers 
a cosmetically  acceptable  alternative  to  spectacle 
correction  of  refractive  errors.  However,  it  is  less 
commonly  recognized  that  the  hydrophilic  lens  can 
dramatically  alleviate  discomfort  and  improve 
vision  when  employed  as  an  ocular  bandage  in 
the  therapy  of  a variety  of  refractory  corneal  con- 
ditions. 


Robert  Abel,  Jr.,  M.D. 


The  hydrophilic  or  soft  contact  lens  (SCL) 
was  first  announced  in  1960,^  introduced  on 
the  American  market  in  the  late  1960’s,  and 
approved  by  the  Food  and  Drug  Administra- 
tion (FDA)  as  a therapeutic  ocular  bandage 
in  1973.  The  versatility  of  SCL  has  accounted 
for  its  continually  enlarging  impact  on  the 
field  of  eye  care.  The  soft  lenses,  which  are 
made  of  cross-linked  plastic  polymers,  are  an 
acceptable  alternative  to  spectacle  or  hard 
lens  correction  of  refractive  errors,  but  even 
more  important  has  been  their  significant 
contribution  to  the  therapy  of  a large  variety 
of  corneal  and  external  ocular  conditions. 

The  hydrophilic  lenses  in  addition  to  their 
softness  and  optical  clarity  permit  electrolyte 

Dr.  Abel,  an  ophthalmologist  in  Wilmington,  is  also  an  Assistant 
Professor,  Jefferson  Medical  College,  and  an  Assistant  in  Cornea 
Service,  Wills  Eye  Hospital,  Philadelphia. 


and  gaseous  interchange  because  of  continual 
aqueous  tear  circulation  and  alternate  com- 
pression and  relaxation  of  the  lens  by  the  lid 
excursions.  Gasset  and  Kaufman  presented 
dramatic  evidence  that  a contact  lens  could 
serve  as  a therapeutic  bandage  for  a variety  of 
refractory  corneal  conditions.^ 

At  the  present  time  there  are  two  hydrox- 
yethyl  methacrylate  polymers  with  FDA  ap- 
proval. The  Bausch  and  Lomb  Soflens  (poly- 
macon),  which  is  employed  primarily  for  cos- 
metic wear,  has  interposed  diester  molecules. 
The  Warner-Lambert  Softcon  (vifilcon  A), 
originally  called  Griffin  Bioiii'te  lens,  is  ap- 
proved for  use  in  corneal  edema:  it  is  made 
of  cross-linked  polyvinyl  pyrrolidine  pol5nners. 
These  two  lenses  differ  in  their  water  content, 
the  Soflens  being  38-40%  and  the  Softcon  56- 
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FIGURE  1 


60%  when  hydrated.  It  is  the  variety  of  sizes 
and  shapes  that  allows  the  therapeutic  versa- 
tility of  the  Warner-Lambert  lens  and  has 
made  it  the  prototype  for  the  newly  emerging 
American  and  Canadian  soft  lenses. 

Figure  1 demonstrates  the  five  tissue  layers 
of  the  cornea,  the  crystal  clear  window  an- 
terior-most in  the  eye.  The  epithelium,  which 
rests  on  a basement  membrane,  is  ectodermal 
in  origin.  It  is  composed  of  five  or  six  layers 
of  cells,  richly  innervated  by  the  nasociliary 
branches  of  the  ophthalmic  division  of  the 
trigeminal  nerve.  Compactly  layered  paral- 
lel bundles  of  coUagen  fibers  form  the  stroma, 
which  comprises  90%  of  the  0.5  mm  thickness 
of  the  cornea.  The  main  function  of  the  stroma 
is  structural  support;  in  the  normal  eye  it  is 
non-vascularized. 

The  anterior  condensation  of  stroma  is 
known  as  Bowman’s  membrane  and  is  an  ana- 
tomical designation  rather  than  a true  mem- 
brane. Posteriorly,  the  stroma  and  the  endo- 
thelium, both  derived  from  mesoderm,  con- 
tribute portions  of  Descemet’s  membrane, 
which  is  boith  very  elastic  and  quite  resistant 
to  infection.  The  endothelium  consists  of  a 
single  layer  of  polygonal  cells  which  serve  as 
the  site  of  the  active  metabolic  pump  which 
keeps  the  cornea  dehydrated  and  maintains 
the  optimal  arrangement  of  the  collagen 
bundles.  I't  is  important  to  note  that  the 
curvature  of  the  cornea  and  the  difference  in 
its  index  of  refraction  from  that  of  air  are  re- 
sponsible for  two-thirds  of  the  eye’s  refraction 
of  light. 


With  the  experience  of  an  ever-increasing 
number  of  investigators,  the  list  of  therapeutic 
uses  for  SCL’s  has  expanded.  (Table  1)  Table 
2 enumerates  some  of  the  many  corneal  condi- 
tions for  which  hydrophilic  lenses  have  been 
successfully  applied.  Soft  lenses  can  alleviate 
discomfort  in  many  of  these  conditions  which 
are  often  refractory  to  medical  management, 
and  improve  vision  by  serving  as  a smooth 
spherical  surface  over  an  irregularly  contoured 
diseased  cornea.  The  lenses  can  be  worn  all 
day  and  night  if  they  fit  well  and  need  be 
sterilized  only  infrequently  while  they  are 
being  used. 

TABLE  1 

THERAPEUTIC  USES  OF  SOFT  CONTACT  LENSES 

1.  Providing  comfort  in  conditions  which  cause 
superficial  keratitis  and  edema 

2.  Improving  vision  by  serving  as  a smooth  spheri- 
cal refracting  surface 

3.  Protection  of  the  cornea  from  lids  and  lashes 

4.  Enhancement  of  re-ephithelialization 

5.  Splinting  of  corneal  wounds 

Cosmetic  Correction 

The  use  of  SCL  as  a cosmetic  preference  to 
spectacles  for  correction  of  refractive  errors 
is  well  known.  Some  patients  even  wear  their 
lenses  all  day,  sterilizing  them  but  once  weekly 
and  even  participating  in  water  sports  without 
deleterious  effects  on  their  lenses  or  eyes.  The 
life  span  of  SCL  is  quite  variable,  but  it  is 
hoped  it  can  be  extended  in  the  future  by  less 
frequent  handling  and  boiling,  and  better  mu- 
colytic agents;  however,  the  expense  of  lens 
replacement  has  made  many  patients  and  oph- 
thalmologists aware  that  SCL’s  are  not  the 
answer  to  everybody’s  refractive  needs. 

Anomalous  Refractive  Conditions 

Several  unnatural  refractive  states  can  now 
be  better  managed  with  the  use  of  hydrophilic 
lenses.  In  the  past,  the  patient  with  kera- 
toconus  (a  cone-shaped  protrusion  of  the  cor-  , 
nea  which  often  progresses  to  distorted  vision 
and  scarring)  required  keratoplasty  (corneal 
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TABLE  2 

SPECIFIC  INDICATIONS  FOR  PRESCRIBING 
SOFT  CONTACT  LENSES 

1 . Cosmetic  correction  of  refractive  errors 

2.  Anomalous  refractive  conditions:  Monocular 
aphakia,  keratoconus,  irregular  corneal  astig- 
matism 

3.  Corneal  edema  states:  Fuch's  dystrophy,  apha- 
kic bullous  keratopathy,  post-traumatic  injuries 

4.  Keratitis  sicca:  Stevens-Johnson  syndrome,  Sjo- 
gren's syndrome,  ocular  pemphigoid,  anhidro- 
tic  ectodermal  dysplasia,  vitamin  A deficiency 

5.  Conditions  characterized  by  poor  epithelial  re- 
generation and  recurrent  erosions:  Chemical 
burns,  indolent  corneal  ulcers,  post-penetrating 
keratoplasty  epithelial  defects,  superficial  cor- 
neal dystrophies,  and  idiopathic  recurrent  eros- 
ion syndrome 

6.  Perforating  and  penetrating  corneal  injuries  and 
v/ound  separations 

7.  Exposure  and  neurotrophic  keratopathy:  In- 
cluding Riley-Day  syndrome,  post-herpes  zos- 
ter, and  tic  douloureux 

8.  Facilitation  of  drug  delivery.  This  is  not  as  yet 
considered  a primary  indication  for  employing 
lenses. 

transplantation)  when  he  could  no  longer  wear 
or  tolerate  hard  contact  lenses.  The  soft  lens 
provides  a regular  anterior  refracting  surface 
and  is  usually  well  tolerated;  however,  it  fre- 
quently molds  to  the  shape  of  the  cornea  and 
thus  does  not  compensate  for  much  astigma- 
tism. 

On  the  other  hand,  SCL’s  have  been  a real 
advance  in  the  correction  of  monocular  apha- 
kia (one  normal  eye,  the  other  eye  having  had 
a cataract  extraction)  even  though  spectacle 
over-correction  may  be  necessary  to  achieve 
maximum  vision.  Especially  with  children  who 
have  congenital  cataracts  or  amblyopia  (“lazy 
eye”),  the  soft  lens  allows  comfortable  correc- 
tion of  the  worse  eye  or  deliberate  visual  fog- 
ging of  the  normal-visioned  eye  which  can  be 
tolerated  around  the  clock.  Needless  to  say, 
SCL  has  become  quite  popular  with  adult 
aphakic  and  post-keratoplasty  patients  when- 
ever less  than  1.5  diopters  of  astigmatism  is 


present.  Whenever  possible,  patients  should 
be  instructed  in  the  removal,  storage,  and  steri* 
lization  of  soft  lenses  in  order  to  avoid  many 
of  the  possible  complications  of  continual  wear. 

Corneal  Edema 

Corneal  edema  can  result  from  inflamma- 
tion, trauma,  and  degenerative  disease.  For 
the  most  part,  chronic  corneal  edema  is  the 
result  of  a disturbance  of  endothelial  metabo- 
lism. A trial  of  hypertonic  (2  per  cent  or  5 
per  cent)  saline  alone  is  the  initial  step  in  the 
treatment  of  most  corneal  edema  states. 

The  soft  lens  can  dramatically  alleviate  dis- 
comfort and  often  improves  vision  in  many 
cases  of  bullous  keratopathy  by  flattening  and 
covering  the  irregular  corneal  surface,  thus 
providing  a smooth  anterior  refracting  sur- 
face, as  well  as  by  facilitating  the  effects  of 
topically  applied  hyperosmotic  agents.  A 
failing  endotPelium  may  be  temporarily  com- 
pensated for  and  surgery  deferred  until  as- 
sociated ocular  conditions,  such  as  the  tend- 
ency to  develop  cataracts  and  glaucoma  in 
Fuch’s  dystrophy,  can  be  properly  evaluated 
and  managed. 

The  SCL’s  do  not  improve  vision  in  patients 
with  irregular  posterior  corneal  astigmatism 
and  stromal  scarring  and  do  not  affect  the 
progression  of  these  disorders. 

Keratitis  Sicca 

The  dry  eye  syndromes  represent  a spec- 
trum of  ocular  disorders  for  which  treatment 
is  symptomatic.  These  include  acute  erythema 
multiforme,  toxic  epidermal  necrolysis,  chronic 
progressive  mucosal  pemphigoid,  chemical 
burns,  and  the  more  benign  Sjogren’s  syn- 
drome variants.  Often  supplying  wetting 
agents  is  not  sufficient  to  control  the  corneal 
desiccation  and  discomfort.  Occasionally, 
punctum  occlusion  is  of  some  benefit  in  con- 
serving aqueous  tears.  The  application  of  a 
soft  contact  lens  in  these  patients  may  add 
comfort  and  improve  vision  only  inconsistently 
when  used  alone,  and  is  more  frequently  suc- 
cessful when  employed  in  conjunction  with 
mucolytic  agents,  when  mucous  strands  plug 
the  lens,  and  tear  substitutes. 
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Unfortunately,  in  ocular  pemphigoid  and  af- 
ter chemical  burns,  the  symblepharon  (scarring 
of  the  lid  to  the  globe),  pannus  formation 
(corneal  scarring),  and  trichiasis  (in-turned 
lashes)  often  persist  and  progress.  Even  with 
the  more  benign  varieties  of  keratitis  sicca, 
the  frequently  associated  chronic  blepharitis 
(inflammation  of  the  eyelids)  may  require  con- 
stant topical  antibiotic  therapy.  Such  treat- 
ment, in  conjunction  with  an  SCL,  may  pre- 
dispose this  group  of  patients  to  secondary 
infections.  Attempts  should  be  made  to  limit 
the  use  of  topical  corticosteroids,  which  are 
known  to  enhance  the  development  of  patho- 
genic microorganisms  in  the  periocular  flora, 
to  the  acute  inflammatory  episodes. 

Filamentary  keratitis  may  be  associated 
with  a variety  of  corneal  conditions  (most 
notably,  the  dry  eye  and  post-cataract  extrac- 
tion) and  is  characterized  by  the  formation  of 
tender  proliferating  fronds  of  corneal  epi- 
thelium. Scraping  the  filaments  in  conjunc- 
tion with  soft  lens  application  is  probably  the 
best  form  of  therapy  when  the  condition  is 
chronic. 

Epitheiial  Healing  and  Recurrent  Erosions 

Recurrent  erosions  of  the  corneal  epithelium 
may  follow  trauma  or  corneal  disease  (drug- 
induced,  related  to  hard  contact  lenses,  dys- 
trophies, bullous  keratopathy,  keratitis  sicca, 
and  post-infection)  or  present  without  evi- 
dence of  any  underlying  disorder.  Delayed 
and  faulty  epithelial  regeneration  is  related  to 
abnormalities  in  the  basal  epithelial  cells  and 
basement  membrane.  Often  the  erosion  ap- 
pears on  waking  and  has  been  thought  to  be 
related  to  the  hypotonicity  of  the  tears  in  the 
closed  eye. 

Treatment  consists  of  an  attempt  at  firm 
patching,  emolients,  and,  if  necessary,  cyclo- 
plegic  agents.  Recurrence  or  refractoriness  re- 
quires an  SCL.  Likewise,  chemically  burned 
corneas  with  absent  epithelium  also  deserve 
a two-day  concentrated  effort  of  patching.  The 
frequent  instillation  of  medications  often  un- 
dermines attempts  at  external  bandaging, 
however,  and  soft  contact  lens  wear  may  be- 
come mandatory. 


Indolent  ulcers  and  non-healing  herpetic 
ulcerations  should  be  cultured  and  patched 
first.  The  SCL’s  have  proven  to  be  of  value 
in  promoting  re-epithelialization  in  conjunc- 
tion with  maintaining  specific  antimicrobial 
therapy.  Epithelial  defects  after  corneal  trans- 
plantation are  a subtle  but  definite  cause  of 
graft  failure  and  respond  very  well  to  bandage 
therapy  with  SCL. 

Lacerations  and  Penetrating  Wounds 

Some  authors  have  found  SCL  a useful 
method  of  covering  and  tamponading  small, 
well-apposed  corneal  lacerations  or  with  post- 
operative shallowing  of  the  anterior  chamber. 
These  are  wounds  which  will  often  respond  to 
patching  alone,  while  use  of  the  lens  does  al- 
low the  patient  to  use  the  eye.  Patients  who 
are  fitted  with  SCL  under  these  circumstances 
require  microbiological  culturing  and  frequent 
administration  of  topical  antibiotics  as  a pro- 
phylactic measure  and  should  be  followed 
closely  to  determine  whether  surgical  inter- 
vention is  necessary.  Full-thickness  wound 
dehiscences  occurring  with  suture  removal  af- 
ter penetrating  keratoplasty  often  do  not  re- 
spond to  such  bandage  therapy,  indicating 
that  the  larger  and  the  non-oblique  penetrat- 
ing corneal  wounds  are  better  treated  by  im- 
mediate suturing.® 

Exposure  Keratitis  and  Neurotrophic  Keratitis 

The  development  of  the  soft  contact  lens 
has  been  a great  benefit  for  patients  with  ex- 
posure and  neurotrophic  keratitis.  Much  of 
the  corneal  opacification  and  visual  deteriora- 
tion can  now  be  prevented.  These  patients, 
like  those  with  severe  forms  of  keratitis  sicca, 
must  be  closely  monitored. 

Facilitation  of  Drug  Delivery 

The  hydrophilic  nature  of  the  SCL  lends 
itself  well  to  drug  delivery.  As  the  Softcon 
lens,  because  of  its  greater  absorption,  will 
concentrate  greater  amounts  of  solution  than 
does  the  Bausch  and  Lomb  Soflens,  this  lens 
should  prove  quite  useful  in  the  treatment  of 
conditions  which  require  both  bandaging  sup- 
port and  frequent  or  continuous  medication. 
Because  only  0.1  microliters  or  a fraction  of  a 
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drop  is  really  absorbed  in  the  naked  eye,  the 
SCL  may  serve  as  a drug  repository  and  allow 
delayed  release  of  medication  throughout  the 
day. 

Kaufman  et  al  have  reported  that  experi- 
mental herpes  simplex  keratitis  can  be  more 
rapidly  quieted  with  the  antiviral  agent  Idox- 
uridine  and  a soft  contact  lens  than  with  the 
medicine  alone.^  Topically  applied  phenyle- 
phrine or  pilocarpine  have  greater  and  longer 
lasting  pupillary  effects  when  applied  in  con- 
junction with  a soft  contact  lens.*  Also,  an 
SCL  soaked  in  two  per  cent  pilocarpine  has 
been  shown  to  have  a significantly  greater 
effect  on  lowering  intraocular  pressure  in  the 
glaucomatous  eye.® 

There  was  initial  apprehension  that  the  soft 
contact  lens  could  concentrate  the  preserva- 
tives in  topical  preparations  and  cause  corneal 
epithelial  toxicity,  but  this  has  not  been  ob- 
served clinically.  Therefore,  even  hourly  dos- 
ages of  topical  medications  appear  to  be  well 
tolerated  by  both  the  lens  and  the  eye. 

Utilization  of  the  SCL  as  a therapeutic 
agent  poses  definite  problems  which  must  be 
carefully  watched  for  and  appropriately  man- 
aged. (Table  3)  There  are  always  patients  who 
will  not  tolerate  a soft  lens;  this  is  often  re- 
lated to  fit  and  can  be  alleviated  by  varying 
the  base  curvature,  diameter,  or  thickness  of 
the  lens.  Other  reasons  for  intolerance  require 
discontinuing  lens  wear.  Inflammation  and 
peripheral  corneal  vascularization  are  sequelae 
which  most  frequently  arise  after  many  weeks 
of  wearing  a tight-fitting  lens,  in  patients  with 
dry  eyes,  or  in  post-ulceration  cases,  but  may 
occasionally  appear  even  in  the  symptom-free, 
cosmetic  SCL  wearer.  These  new  blood  ves- 
sels often  signal  an  end  to  soft  lens  wear,  in 
spite  of  various  attempts  at  management.  After 
discontinuation  of  lens  wear,  vessels  will  usu- 
ally regress  or  blanch.  Decreasing  the  wearing 
time  of  bandage  lenses  when  conditions  permit 
serves  to  minimize  the  frequency  of  neovascu- 
larization and  the  possibility  of  infection. 

In  general,  most  corneal  disorders  requiring 
contact  lens  wear  can  be  managed  without  pro- 
phylactic antibiotics.  It  is  important  to  stress 


TABLE  3 


COMPLICATIONS  OF  SOFT  LENS  WEAR 


COMPLICATION 

Intolerance 

Loss  of  Lenses 
( recurrent) 

Breakage 

Discoloration 

Accumulated 

proteinaceous 

secretions 


MANAGEMENT 

Evaluate  the  cause  and  refit  or 
discontinue  lens  year. 

Usually  due  to  structural  abnor- 
malities Use  other  forms  of 
therapy. 

Lessen  the  frequency  of  mani- 
pulation. Give  instruction. 

Avoid  fluorescein,  epinephrine, 
and  silver  nitrate  solutions. 

Add  tear  supplements  and  mu- 
colytic agents.  Boil  less  fre- 
quently. 


Neovascularization  Titrate  v/earing  time.  Adminis- 
ter dilute  topical  steroids  if  lens 
wear  is  a necessity.  May  have 
to  discontinue  lens. 


Infection 


Remove  lens.  Smear  and  culture 
lens  and  eye.  Treat  vigorously. 


that  hydrophilic  contact  lenses  should  be  fitted 
so  that  there  always  is  some  movement  of  the 
lens  with  each  blink  and  that  meticulous  at- 
tention to  the  care  of  therapeutically  employed 
soft  lenses  is  required. 

Conclusion 


The  introduction  of  hydrophilic  SCL  has 
provided  pain  relief,  structural  preservation, 
and  the  maintenance  of  vision  in  a variety  of 
pathological  corneal  conditions.  The  contri- 
butions of  bandage  lens  application  in  the 
therapy  of  an  ever-increasing  number  of  dis- 
orders will  only  be  recognized  with  diligent 
experimentation,  observation,  and  time. 
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William  J.  Holloway,  M.D. 


The  recent  assertions  by  government  com- 
mittees that  practicing  physicians  are  over- 
prescribing antibiotics  appear  to  have  some 
foundation.  Proper  assessment  and  under- 
standing of  this  problem,  however,  can  only 
be  accomplished  by  clinicians  exposed  to  the 
settings  in  which  these  abuses  take  place. 
Physicians  without  private  practice  experience, 
non-medical  scientists,  and  politicians  lack  the 
background  for  comprehending  the  problems 
involved. 

On  the  other  hand,  clinicians  must  not  use 
their  unique  position  as  an  excuse  for  irre- 
sponsible habits.  As  a practicing  physician, 
I am  convinced  that  we  are  faced  with  a prob- 
lem enormous  in  proportions,  requiring  our 
immediate  attention. 

Since  antibiotics  are  the  most  frequently 
prescribed  medication  in  the  United  States,  it 
is  not  surprising  that  they  are  among  the  most 
abused  and  misused  of  the  pharmaceutical 
agents.  Past  and  present  publicity  in  the  lay 
press  and  investigation  by  government  com- 
mittees lend  credibility  to  some  of  the  charges 
of  antibiotic  over-prescribing.  Sporadic  ar- 
ticles in  the  scientific  literature  support  this 
contention,  hut  some  official  and  unofficial 
medical  spokesmen  have  defended  physicians’ 
antibiotic  prescribing  habits. On  one  occas- 
ion, editorial  defense  of  current  antibiotic  use 
resulted  from  misinterpretation  of  a state- 
ment by  an  expert  committee  on  the  subject 
of  gram-negative  sepsis.* 

Dr.  Holloway  is  Director.  Infections  Disease  Research  I>abora- 
lory,  Wilniinifftin  Meiiical  ('enter. 


Any  physician  who  has  honest  doubts  re- 
garding the  frequency  of  antibiotic  overuse 
need  only  consult  his  medical  colleagues  con- 
cerning their  antibiotic  prescribing  habits. 
Many  physicians  will  admit  that  they  submit 
to  patient  pressure  and  prescribe  antibiotics 
(usually  tetracyclines  or  penicillin)  for  com- 
mon colds,  even  if  the  patient  is  without  signs 
of  bacterial  infection.  In  fact,  these  drugs  are 
often  prescribed  after  telephone  consultation 
on  the  premise  that  this  obviates  the  neces- 
sity for  a visit  to  the  physician’s  office.  ■ 

While  it  is  probably  true  that  indiscriminate  | 
antibiotic  use  is  more  prevalent  in  outpatient  | 
practice  than  it  is  in  the  hospital,  a recent  | 
local  survey  indicates  that  improper  antibiotic  i 
usage  is  also  prevalent  in  relatively  sophisti- 
cated medical  centers.  Many  medical  and 
surgical  specialists  describe  their  use  of  anti- 
biotics as  shotgun  therapy  in  undiagnosed 
fever  or  as  routine  pre-  and  postoperative  | 
prophylaxis  in  surgical  and  other  manipulative  i 
procedures  where  infection  is  feared. 

Respiratory  Tract  Infections 

What  are  some  of  the  examples  of  antibiotic 
misuse  in  the  outpatient  population?  The 
most  common  is  the  use  of  antibiotics  in  the 
treatment  of  patients  with  respiratory  tract 
infections  despite  the  fact  that  physicians  are 
well  aware  that  an  overwhelming  percentage 
of  respiratory  infections  is  due  to  viruses  which 
are  completely  unaffected  by  currently  avail- 
able antibiotics. 

The  relatively  recent  observations  that  in- 
fections due  to  Mycoplasma  pneumoniae  are 
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somewhat  responsive  to  erythromycin  and  the 
tetracyclines  have  provided  physicians  with  an 
excuse  to  treat  all  respiratory  infections  with 
these  agents.  However,  little  if  any  attempt  is 
ever  made  to  confirm  infection  due  to  Myco- 
plasma pneumoniae  in  these  patients.  To  wit, 
a free  service  for  serological  confirmation  of 
mycoplasma  infection  is  rarely  used  by  phy- 
sicians in  the  state  of  Delaware.  (Surely, 
knowing  the  correct  diagnosis  even  after  the 
illness  is  over  improves  clinical  acumen  for 
dealing  with  subsequent  patients.) 

The  position  that  patients  with  respiratory 
tract  infection  recover  more  rapidly  with  fewer 
sequelae  when  treated  with  tetracycline  is  fre- 
quently championed,  though  controlled  studies 
fail  to  support  this  contention.®  Proponents 
of  the  “tetracycline  for  every  respiratory  infec- 
tion” policy  infer  that  their  patients  seldom 
experience  adverse  side  effects,  an  observation 
difficult  to  reconcile  with  the  side  effect  inci- 
dence of  about  ten  percent  reported  in  con- 
trolled studies  with  the  tetracyclines.®  '^ 

A final  argument  against  the  use  of  tetra- 
cycline routinely  in  the  treatment  of  undiag- 
nosed or  unexamined  patients  with  respiratory 
tract  infection  is  the  significant  percentage  of 
group  A streptococci  that  is  resistant  to  tetra- 
cycline. Failure  to  identify  an  infecting  or- 
ganism as  group  A streptococcus  may  result  in 
inadequate  therapy  and  subsequent  compli- 
cations such  as  rheumatic  fever. 

What  is  the  proper  approach  to  the  patient 
with  a respiratory  tract  infection?  Guidelines 
cannot  be  established  to  fit  each  possible  clini- 
cal situation,  but  certain  standards  of  good 
practice  can  be  suggested.  First,  antibiotics 
should  not  be  prescribed  by  telephone  to  a 
patient  who  has  not  been  subjected  to  any 
type  of  examination.  The  patient  who  is  ill 
enough  to  deserve  treatment  with  a potentially 
toxic  agent  deserves  to  be  seen  by  professional 
medical  personnel  to  determine  if  an  antibio- 
tic is  indicated.  Appropriate  evaluation,  in- 
cluding history,  examination,  cultures,  and 
other  laboratory  tests  carried  out  at  the  dis- 
cretion of  the  physician  or  his  representative, 
should  precede  the  prescribing  or  dispensing  of 
an  antibiotic. 


The  patient  who  appears  to  have  a bac- 
terial respiratory  infection  should  be  treated 
with  penicillin  or  its  appropriate  analogue,  or 
erythromycin  in  penicillin-allergic  patients. 
Patients  who  are  suspected  of  having  myco- 
plasma infection  need  be  treated  only  if  their 
illness  is  severe  or  prolonged.  Patients  with 
chronic  obstructive  pulmonary  disease  who  de- 
velop respiratory  infection  present  a unique 
situation  for  the  consideration  of  antibiotic 
coverage.  Current  recommendations  include 
short  courses  of  a tetracycline  or  ampicillin 
antibiotic  in  such  patients. 

Antibiotics  in  Urinary  Tract  Infection 

The  primary  problem  in  the  antibiotic  treat- 
ment of  urinary  tract  infections  is  a failure 
to  confirm  the  presence  of  bacteruria  prior  to 
instituting  antibacterial  therapy.  There  is 
relatively  little  difficulty  in  recognizing  the 
patient  with  pyelonephritis  manifested  by 
fever,  chills,  loin  pain,  and  significant  CVA 
tenderness,  but  clinical  diagnosis  of  bacterial 
cystitis,  which  is  more  common,  is  difiicult. 
The  symptom  complex  of  urinary  frequency, 
urgency,  dysuria,  and  strangury,  often  seen  on 
a recurrent  basis,  in  sexually-active  female  pa- 
tients is  not  necessarily  due  to  bacterial  infec- 
tion. In  fact,  current  data  suggest  that  only 
fifty  percent  of  the  patients  presenting  with 
this  clinical  picture  have  a bacterial  infection.® 
It  is  thus  obvious  that  proper  therapy  of  pa- 
tients with  possible  bacterial  lower  urinary 
tract  infection  requires  appropriate  diagnostic 
investigation,  including  physical  examination, 
urinalysis,  microscopic  examination  of  stained 
or  unstained  urine  specimens  for  bacteria,  and, 
at  times,  urine  culture.  The  common  practice 
of  prescribing  antibacterial  agents  by  tele- 
phone for  the  treatment  of  suspected  urinary 
tract  infection  cannot  be  condoned.  The  in- 
cidence of  side  effects  resulting  from  exposure 
to  the  agents  used  in  the  treatment  of  urinary 
tract  infection  ranges  from  five  to  thirty  per- 
cent. 

Antibiotics  for  the  Treatment  of  Fever 

The  third  major  category  of  antibiotic  abuse 
is  in  the  management  of  patients  with  fever 
of  undetermined  origin.  Unfortunately,  pa- 
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tients  and  physicians  have  come  to  regard 
antibiotics  as  agents  designed  for  the  treat- 
ment of  fever  rather  than  as  agents  for  the 
treatment  of  specific  bacterial  infection. 

Fever  of  undetermined  origin  (including 
drug-induced  fever)  is  a common  diagnostic 
problem  in  hospital  patients.  The  erroneous 
assumption  that  antibiotics  represent  appropri- 
ate therapy  for  the  management  of  fever  has 
prompted  the  unfortunately  too  well-estab- 
lished practice  of  initiating  such  therapy,  with 
or  without  appropriate  cultures,  solely  on  the 
basis  of  an  elevated  body  temperature.  This 
approach  seldom,  if  ever,  produces  a satisfac- 
tory resolution  of  the  diagnostic  problem  and 
can  only  be  justified  when  the  patient  appears 
to  be  in  life-threatening  circumstances.  Pre- 
mature administration  of  antibiotics  to  febrile 
patients  in  whom  no  diagnosis  has  been  made 
interferes  with  culture  procedures  and  may 
produce  additional  symptoms  which  further 
confuse  diagnostic  efforts. 

Medical  and  paramedical  personnel  appear 
to  be  obsessed  with  an  overwhelming  desire  to 
institute  antibacterial  therapy  in  patients  who 
are  suffering  from  fever.  This  tendency 


prompted  the  suggestion  to  form  a group 
known  as  “antibiotics  anonymous”  to  provide 
the  insecure  physician  with  a comforting  voice 
to  support  him  in  resisting  the  tendency  to 
overprescribe  antibiotics.® 

Perhaps  the  only  alternative  to  this  partially  I 
facetious  suggestion  and  to  the  entire  prob-  I 
lem  of  inappropriate  antibiotic  therapy  is  a 
powerful  educational  campaign  directed  pri-  j 
marily  at  medical  students  and  new  graduates 
in  training,  but  also  including  all  practicing 
physicians. 

Better  information  might  prevent  continued 
indiscriminate  antibiotic  use  by  future  genera- 
tions, as  well  as  by  current  medical  therapists. 
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SURGICAL  AUDIT 

Introduction 

Surgical  Audit  is  nothing  more  than  the 
evaluation  of  one’s  performance.  It  is  a re- 
view of  the  performance  of  an  individual  in 
order  to  be  certain  that  this  performance  will 
provide  the  best  possible  end  result.  Quality 
assurance  must  be  based  on  two  major  func- 
tions: 

1 ) Quality  assessment — which  is  the  identi- 
fication of  a problem. 

2)  Quality  achievement — which  is  problem 
solution,  and  whatever  corrective  action 
is  necessary. 

The  provision  of  health  care  in  America  is 
the  nation’s  largest  industry.  One  hundred  bil- 
lion dollars  is  spent  every  year.  These  expen- 
ditures have  encouraged  the  development  of 
the  most  advanced  and  sophisticated  medical 
technology  and  expertise  in  the  world. 

Still  there  are  critics  of  our  health  care  sys- 
tem, from  congressmen  to  journalists  to  aca- 
demicians and  some  members  of  the  health 
professions.  They  argue  that  in  spite  of  all 
these  tremendous  expenditures,  the  system  has 
failed  to  fulfill  the  needs  of  society  to  the  best 
possible  degree. 

The  acute  care  hospital  is  being  especially 
singled  out  as  functioning  at  a sub-optimal 
level.  This  critical  assessment  may  not  be 
valid,  but  health  care  professionals  lack  an 
adequate  mechanism  to  measure  and  document 
the  quality  of  care  they  deliver. 

Many  arguments  are  offered  as  to  why  qual- 
ity control  evaluation  has  not  been  applied 
to  medicine: 

The  material  from  which  this  presentation  was  prepared  was 
ibstracted  from  the  Joint  Commission  on  Accreditation  of  Hospitals 
Manual  of  Performance  Evaluation  Procedure. 


1 ) Medicine  is  an  art,  not  a science,  so  it  is 
not  quantifiable  and  measureable. 

2)  Only  one’s  peers  can  effectively  evaluate 
one  another,  and  since  we  are  already 
overburdened  by  tremendous  workloads, 
there  is  no  way  to  evaluate  quality  of 
patient  care  without  expenditure  of  ad- 
ditional time,  which  might  be  better 
spent  in  the  actual  providing  of  patient 
care. 

3)  It  is  plain  that  practitioners  will  not 
monitor,  criticize,  or  restrict  their  col- 
leagues in  any  meaningful  way,  so  any 
efforts  to  do  so  will  be  considered  either 
a self-serving  ritual  or  outside  bureau- 
cratic interference. 

4)  We  have  lived  with  a career-long  reas- 
surance of  a lifetime  license  to  practice 
medicine  and  surgery.  This  has  dulled 
the  need  as  well  as  the  urgency  for  con- 
tinuing self  analysis.  Failure  to  do  so 
has  inspired  alternative  measures  of  con- 
trol through:  a)  relicensure  examinations 
by  states,  b)  recertification  examina- 
tions being  recommended  by  the  various 
specialty  Boards.  It  is  conceivable  that 
these  probably  unsatisfactory  measures 
could  be  avoided  by  the  establishment 
of  an  excellent  quality  review  and  con- 
trol program. 

Hopefully  we  can  present  a workable  sys- 
tem for  assessing,  improving,  and  document- 
ing quality  of  care  delivered  by  using  the 
JCAH  Performance  Evaluation  Procedure 
(PEP). 

As  professionals,  health  care  practitioners 
must  continually  evaluate  and  try  to  improve 
themselves  and  their  professional  activities. 
This  we  should  all  be  doing  routinely  every 
day  of  our  professional  lives.  Therefore  this 
system  should  allow  us  to  demonstrate  to  our- 
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selves,  our  patients,  and  our  critics  that  the  op- 
timal achievable  job  is  being  performed. 

The  primary  purpose  of  medical  audit  is  to 
make  certain  that  the  full  benefits  of  medical 
knowledge  are  being  applied  effectively  to  the 
needs  of  all  patients.  Overall  benefits  include 
education  of  staff,  residents,  interns,  and  stu- 
dents. 

Purpose  of  Audit 

The  Performance  Evaluation  Procedure 
(PEP)  is  utilized  to  disclose  patterns  of  pa- 
tient care  so  that  excellence  of  performance, 
or  any  deficiencies  in  performance,  can  be 
recognized. 

If  an  audit  determines  that  deficiencies  do 
exist,  it  must  then  decide  the  following: 

1)  How  serious  are  the  deficiencies? 

2)  Are  the  deficiencies  associated  with 
specific  individuals  or  groups  of  practi- 
tioners? 

3)  Are  the  deficiencies  related  to  a specific 
unit,  service,  or  department — or  to  the 
entire  institution?  An  example  would 
be  lack  of  necessary  institutional  re- 
sources (surgical  ICU). 

4)  Are  the  deficiencies  due  to  a lack  of 
knowledge  or  skill  of  the  practitioners? 

5)  Are  the  practitioners  not  performing  up 
to  their  capacity? 

Problem  areas  other  than  lack  of  knowledge 
or  skill  may  result  in  deficient  performance  as 
well.  Some  of  these  are: 

1)  Lack  of  feed-back.  Report  of  audit  out- 
come data  to  the  staff  has  been  proven 
in  almost  all  instances  to  elevate  the 
performance  level. 

2)  Task  interference.  An  example  would 
be  neglect  of  maintaining  proper  medi- 
cal records,  as  might  occur  when  nurs- 
ing notes  are  not  read  by  the  practitioner 
and  in  some  instances  are  even  discarded 
from  the  chart  at  the  conclusion  of  the 
patient’s  hospital  stay. 

3 ) Apathy  on  the  part  of  the  practitioners. 
Relationship  of  Audit  to  Clinical  Privileges 

Audit  can  also  be  used  to  make  certain  that 


practitioners  are  not  functioning  beyond  the 
level  of  their  proven  competence.  This  means 
careful  audit — specific  delineation  of  clinical 
privileges. 

The  hospital  needs  a mechanism  for  assur- 
ing that  those  who  practice  within  its  walls 
are  competent.  State  licensure.  Board  certi- 
fication, professional  society  surveillance,  mal- 
practice suits,  and  informed  peer  monitoring 
are  inadequate  to  this  task. 

We  have  a choice  to  do  this  voluntarily  and 
under  our  own  supervision;  however,  if  we  do 
not  choose  to  do  it  this  way,  I feel  certain  that 
it  will  be  done  by  public  legislation  of  one 
sort  or  another. 

The  JCAH  requires  that  every  hospital  show 
“an  effort  has  been  made  to  match  expertise 
with  clinical  privileges  to  the  extent  that  this 
is  practical.”  For  this  to  be  meaningful,  it 
must  be  intimately  linked  to  and  full  use  made 
of  the  findings  of  patient  care  audit. 

In  summary  then  the  audit  process  is  used 
to  identify  deficiencies,  determine  the  nature 
of  the  deficiencies,  and  suggest  appropriate 
corrective  action.  Such  action  would  consist 
of  institutional  changes,  individual  counseling 
and  education,  and/or  limitation  of  privileges. 

The  audit  topic  and  the  practitioners  in- 
volved in  the  study  may  be  monitored  and 
restudied  as  is  deemed  necessary.  At  all  times, 
however,  the  review  process  remains  one  in 
which  peers  assist  one  another  in  improving 
their  overall  contribution  to  effective  patient 
care  and  their  own  education,  as  well  as  pro- 
viding educational  benefits  to  house  staff  and 
nursing  staff. 

How  Do  You  Measure  Quality? 

The  end  result  objectives  generally  reflect 
what  the  state  of  the  art  can  accomplish,  and 
accordingly  such  objectives  can  serve  as  mean- 
ingful measuring  devices. 

Using  this  approach,  a group  of  practition- 
ers can  first  predict  what  the  outcome  should 
be  for  patients  of  a certain  age  and  general 
health  status  with  a particular  diagnosis,  if 
optimal  achievable  care  is  being  provided. 


524 


September,  1975 


Special  Reports 


These  types  of  objectives  can  then  serve  as 
benchmarks  against  which  the  care  that  was 
actually  delivered  can  be  measured. 

By  analyzing  the  findings  of  such  measure- 
ment, peer  professionals  can  make  systematic, 
explicit  determinations,  as  to  whether  subop- 
timal  end  results  were  clinically  justifiable,  or 
whether  the  care  delivered  in  fact  contributed 
to  the  suboptimal  result.  This  approach  is 
valid,  even  though  intervention  by  health  care 
professionals  is  just  one  of  the  many  influences 
affecting  patient  care  outcome. 

The  resulting  feedback  serves  as  a basis  for 
a program  of  self-correction — or  confirmation 
of  the  quality  of  care  provided. 

If  the  goal  of  quality  is  improved  outcome, 
then  the  gravest  defect  in  the  health  care  sys- 
tem is  its  continued  inability  to  measure  or 
regulate  itself  systematically  and  continuously 
on  the  basis  of  outcome  performance. 

Why  Is  There  Demand  for  Accountability? 

There  is  an  increasingly  sophisticated  pa- 
tient population  which  is  demanding  such  a 
quality  review.  This  attitude  has  perhaps 
been  most  stimulated  and  initiated  by  Ralph 
Nader  and  his  group. 

We  are  no  longer  viewed  in  the  eyes  of  our 
patients  as  the  inscrutable  healers  engaged  in 
the  area  of  some  mystical  expertise. 

The  mass  media  extensively  reports  on  medi- 
cal progress,  and  this  has  raised  the  public’s 
expectations  of  optimal  results  on  the  one 
hand,  and,  on  the  other  hand,  has  highlighted 
the  unexplained  poor  result. 

There  has  been  a tremendous  increase  in 
the  number  of  malpractice  suits  being  initi- 
ated, with  accompanying  notoriety  given  these 
actions  in  the  media. 

The  escalating  cost  of  health  care  must  be 
accounted  for. 

Malpractice  Litigation  as  a Control 
Mechanism 

Until  recently,  the  courts  uniformly  held 
that  a hospital  was  not  legally  liable  to  a pa- 
tient who  suffered  an  avoidable  bad  outcome. 


unless  the  cause  was  directly  under  the  hos- 
pital’s control,  such  as  non-physician  person- 
nel and  equipment.  Examples  of  this  would 
be  if  a portion  of  the  ceiling  fell  on  a patient, 
or  a nurse  administered  the  wrong  medication 
or  injected  a medication  in  an  improper  site, 
or  an  aide  carried  out  improper  treatment  in 
the  attempt  to  follow  written  orders. 

This  situation  has  changed,  however.  The 
courts  have  placed  a social  and  moral  obliga- 
tion on  hospitals,  stating  that  a patient  enter- 
ing a hospital  lacks  the  knowledge  and  re- 
sources to  deal  with  potential  risks  without 
help. 

It  has  become  the  responsibility  of  the  cor- 
porate structure,  the  hospital,  to  protect  the 
patient  regarding  the  quality  of  performance 
of  the  physicians  on  its  staff,  when  it  can 
reasonably  do  so. 

The  hospital  must  therefore  be  concerned 
with  the  identification  and  solution  of  perform- 
ance problems — or  face  the  possibility  of  lia- 
bility. 

The  fact  that  the  courts  have  had  to  become 
involved  in  the  question  of  hospital  quality 
evaluation  and  privilege  delineation  represents 
a failure  of  professional  self-assessment. 

However,  the  court  cannot  rectify  this  for 
the  following  reasons: 

1)  It  forces  responsibility  for  establishing 
standards  of  practice  and  of  competence 
into  the  wrong  hands— lawyers,  judges, 
lay  juries — rather  than  into  the  hands 
of  health  care  professionals. 

2)  It  is  a punitive  device  rather  than 
professional  self-correction;  therefore  it 
cannot  become  part  of  a quality  main- 
tenance effort  willingly  supported  by 
those  who  are  under  review. 

3 ) There  is  no  assurance  of  “feed-back”  into 
the  health  care  system,  and  there  is  a 
suspicion  that  the  feed-back  that  does 
occur  is  negative.  That  is  to  say,  the 
information  disseminated  regarding  mal- 
practice results  is  haphazard  and  may 
lead  to  “a  defensive  tjrpe  of  medical 
practice.” 
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4)  The  time-lag  between  the  patient  care 
transaction  and  the  malpractice  adjudi- 
cation may  be  two,  three,  four,  or  five 
years. 

The  JCAH  now  requires  demonstration  of 
three  standards: 

1)  Accountability  of  each  professional  to 
the  standards  of  his  own  profession. 

2)  Accountability  of  the  professionals  to 
their  patients. 

3)  Accountability  of  the  hospital’s  profes- 
sional staff  through  the  institution’s  cor- 
porate authority,  to  the  public  that  sup- 
ports the  institution. 

An  effective  evaluation  system  provides  a 
tool  for  measuring  the  strong  and  weak  points 
of  the  care  being  delivered  to  patients  and 
thereby: 

1)  Documenting  excellence  in  patient  care. 

2)  Identifying  practitioner  capability  and 
providing  for  the  delineation  of  clinical 
privileges  according  to  performance  and 
professional  education  that  may  be 
needed,  based  on  any  demonstrable  defi- 
cit. 

3)  Locating  deficiencies  in  the  hospital- 
wide policies  and  procedures  and  point- 
ing out  where  additional  facilities,  equip- 
ment, or  personnel  are  needed. 

The  JCAH  requirement  for  accredited  hos- 
pitals after  July  1975  will  require  at  least  two 
completed  outcome  audits,  and  two  outcome 
audits  in  process  per  major  service. 

After  July  1,  1976,  hospitals  must  demon- 
strate that  they  are  completing  one  outcome 
audit  per  month  per  major  service. 

Will  participation  in  quality  maintenance 
activities  subject  peer  reviewers  and  their  in- 
stitutions to  serious  legal  liability?  This  fear 
is  almost  completely  groundless  for  the  follow- 
ing reasons: 

1)  The  “qualified  privilege  clause”  exists 
under  “common  law”  that  protects  state- 
ments of  medical  staff  members  who  par- 
ticipate in  quality  control  activities,  as 
long  as  those  activities  meet  the  follow- 
ing safeguards: 


a)  That  the  activity  itself  is  based  on 
good  faith  efforts  and  conducted 
without  malice. 

b)  That  reasonable  care  is  taken  to  as- 
certain the  true  facts. 

c)  That  communications  are  made  ac- 
curately, without  exaggeration. 

d)  That  the  information  is  communi- 
cated only  to  those  with  a legitimate 
interest  in  it  (including  other  hos- 
pitals). 

2)  Most  hospitals  require  the  additional 
protection  of  signed  releases  from  prac- 
titioners applying  for  privileges  to  auth- 
orize any  review  committee  to  acquire, 
discuss,  and  communicate  information 
regarding  the  applicant’s  competence  as 
part  of  the  normal  quality  maintenance 
procedure.  This  particular  procedure  is 
followed  in  applications  for  privileges  at 
the  Wilmington  Medical  Center  as  evi- 
denced by  this  specific  clause  being  part 
of  the  application  itself. 

3)  State  statutes  afford  specific  immunity 
to  those  individuals  engaged  in  quality 
maintenance  activity  within  the  hospital. 
The  State  of  Delaware  has  enacted  such 
a statute,  and  offers  protection. 

Despite  these  legal  protections,  there  is 
no  guarantee  that  a defamation  suit  or 
conspiracy  action  will  not  be  initiated. 
One  would  then  have  the  burden  of  de- 
fending such  action.  The  Wilmington 
Medical  Center  insurance  coverage  wiU 
protect  members  of  such  committees. 

Another  area  of  fear  is  that  the  proceedings 
or  reports  of  quality  assurance  committees 
will  be  subpoenaed  and  entered  into  evidence 
by  plaintiffs  in  malpractice  law  suits.  Here 
again,  the  facts  belie  the  fear.  Two  issues 
are  involved: 

1)  Admissibility  of  quality  assurance  docu- 
ments. 

2)  Discoverability  or  subpoenability  of  such 
documents. 

Admissibility 

A patient’s  medical  record  may  be  admis- 
sible as  an  exception  of  “the  hearsay  doctrine” 
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called  the  “business  records  exemption,”  How- 
ever, in  order  for  this  to  be  admissible,  the 
patient’s  medical  record  must  meet  the  follow- 
ing requirements: 

1)  It  must  be  made  in  the  regular  course 
of  the  hospital’s  business. 

2)  It  must  be  made  at  the  same  time  as  the 
transaction  at  issue. 

3)  It  must  be  made  by  a party  to  that 
transaction. 

It  is  obvious  that  quality  maintenance  docu- 
ments do  not  meet  these  requirements;  there- 
fore they  would  not  be  admissible  evidence. 

Discoverability 

To  date,  hospital  quality  assurance  docu- 
ments have  been  protected  from  subpoenas  by 
the  courts.  Many  states  have  passed  statutes 
to  provide  legislative  protection  from  the  dis- 
covery process,  for  the  proceedings,  records, 
and  reports  and  the  data  generated  in  the 
quality  maintenance  activity.  As  mentioned 
earlier,  Delaware  has  such  a statute. 

I will  now  go  rather  briefly  into  the  actual 
establishment  of  audit  criteria  and  hope  to 
give  you  at  least  a superficial  insight  into  the 
way  the  proposed  program  would  work. 

Audit  Criteria 

One  first  has  to  establish  Categories  of  Audit 
Criteria: 

1 ) Justification  criteria 

Is  intervention  appropriate? 

2)  Outcome  criteria 

Is  the  outcome  satisfactory? 

3)  Indicator  criteria 

Did  anything  happen  to  the  patient  dur- 
ing the  course  of  the  diagnosis  being 
established,  or  the  course  of  treatment, 
that  should  not  have  occurred  or  that 
should  have  been  limited  in  its  effect? 

A criterion  equals  an  element  plus  a stan- 
dard plus  exceptions  (if  any).  Let  us  now 
attempt  to  define  the  portions  of  this  formula: 

1)  The  element 

An  element  is  the  minimal  essential  evi- 
dence (or  measure)  of  an  aspect  of  pa- 


tient care  that  you  would  expect  to  find 
documented  in  the  patient’s  record  to 
satisfy  you  that  that  aspect  was  or  was 
not  provided  appropriately. 

Example:  Right  lower  quadrant  pain, 
leukocytosis,  which  would  tend  to  con- 
firm the  diagnosis  of  appendicitis. 

2)  The  standard 

There  should  be  either  a 100%  or  a 0% 
incidence  of  any  particular  standard,  ie, 
the  element  should  always  or  never  be 
present  in  the  patient  records  when  it  is 
reviewed. 

Example:  All  patients  having  an  appen- 
dectomy (primary)  should  have  positive 
tissue  findings  in  100%  of  the  cases. 
Therefore,  any  deviation  from  this  100% 
standard  would  be  an  indication  that  the 
chart  should  be  evaluated  and  further 
attempts  made  to  verify  that  proper  in- 
vestigation was  carried  out  preopera- 
tively. 

3 ) Exception  or  Exceptions,  if  any 

a)  A common,  clinically  justifiable  rea- 
son or  circumstance  that,  if  docu- 
mented in  the  patient’s  record,  would 
satisfactorily  account  for  the  absence 
(or  presence)  of  that  element  in  the 
record. 

Example:  An  appendectomy  would  be 
justified  in  the  presence  of  right  lower 
quadrant  pain  and  leukocytosis  with  a 
normal  urinalysis  and  a normal  chest 
x-ray,  even  if  the  tissue  report  on  the 
chart  reveals  a normal  appendix. 

b)  For  complications  criteria 

One  should  write  critical,  preventa- 
tive, and  responsive  management  in- 
stead of  exceptions. 

1 ) Is  incidence  of  complications  con- 
sistent with  optimum  care? 

2)  Were  known  preventative  mea- 
sures taken?  — (IPPB,  etc.) 

3)  Was  appropriate  and  timely  re- 
sponsive management  initiated 
for  each  complication  that  oc- 
curred? 

Continued  on  page  533 
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Pain  Phone 

When  a telephone  prescription 
for  pain  relief  is  necessary  or 
convenient,  you  can  call  in  your 
order  for  Empirin  Connpound  with 
Codeine  in  45  of  the  50  statest 
That  includes  No.  4,  which  provides 
a full  grain  of  codeine  for  more 
intense,  acute  pain. 


t The  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia 


COMPOUND 

{CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg]  gr  1 
No.  3 codeine  phosphate* 
(32.4  mg]gr  I/2 

Each  tablet  also  contains  aspirin 
gr  3V2.  phenacetin  gr  2’/2, 
caffeine  gr '/2, 

*Warning-may  be  habit-forming 


/Burroughs  Wellcome  Co. 

_LQ  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Pro-Banthine* 

brand  of 

propantheline  bromide 

Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
Individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  shoul^e  con* 
aidered  before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation. 
Impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  Is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  0093S 

Address  medical  Inquiries  to:  Q.  D.  Searle  & Co. 

Medical  Department,  Box  6110,  Chicago,  III.  60680  4S1 
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Continued  from  page  527 

Instructions  and  Definitions  for  Data  Retrieval 

1 ) One  should  attempt  to  define  criteria  for 
the  committee  assistant,  in  order  to  make 
it  easier  for  her  to  retrieve  these  data. 

2)  The  direction  should  include  synonjuns, 
numerical  values,  or  sources  of  informa- 
tion in  the  patient  record  where  the  data 
that  is  being  requested  can  be  found. 

Examples: 

a)  Afebrile  definition  — temperature 
should  be  below  99.6°F  orally  for  24 
hours  prior  to  discharge,  according  to 

Vi 

REPRESENTING  THE  PROFESSION 
...  A FACT  SHEET 

The  AMA  is  primarily  a scientific  organiza- 
tion. More  than  54%  of  the  AMA’s  budget  is 
spent  to  improve  the  delivery  of  medical  and 
health  care;  12%  to  improve  the  quality  of 
American  medicine;  and  11%  to  improve  the 
public’s  health  knowledge  and  practices.  But 
these  are  mere  percentages. 

In  fact,  every  dollar  the  AMA  spends  is 
aimed  at  helping  the  physician  practice  first- 
rate  medicine.  During  the  past  year  some 
1,000  bills  relating  to  medical  and  health  care 
were  introduced  in  Congress.  It  is  the  objec- 
tive of  the  AMA  to  see  that  this  legislative 
action  furthers,  rather  than  restricts,  the  qual- 
ity of  medical  care  and  the  ability  of  physi- 
cians to  do  their  best  work. 

Decisions  made  by  the  House  of  Delegates 
at  the  1975  Annual  Convention  assure  that 
these  activities  will  continue.  By  voting  to 
increase  the  dues — to  $250  for  regular  mem- 
bers and  to  $35  for  intern  and  resident  mem- 
bers— the  House  provided  the  means  for  con- 
tinued national  representation  of  the  profes- 
sion. The  response  of  the  membership  to  the 
$60  special  assessment  voted  at  the  1974  Clini- 
cal Convention  indicates  clearly  that  physi- 
cians want  a strong,  active  AMA  and  are 
ready  to  support  it. 


temperature  which  would  be  found 
on  the  graphic  sheet  on  the  chart. 

b)  Elevated  WBC  is  more  than  10,000 
per  cubic  millimeter. 

c)  Pathogenic  bacteria  include  E.  coli, 
Klebsiella,  Aerobacter. 

Summary 

A method  of  evaluating  patient  care  and 
physician  performance,  based  on  an  objective 
review  of  the  outcome  of  the  care  rendered, 
has  been  presented. 

Howard  Wilk,  M.D. 

Dr.  Wilk  is  a senior  member,  Department  of  Surgery,  Wil- 
nington  Medical  Center. 


During  the  financial  crisis  of  last  year — 
a crisis  that  the  AMA  shared  with  other  or- 
ganizations, companies,  governments  and 
families  across  the  country — the  AMA  became 
leaner  and  tougher.  Internal  changes  in  man- 
agement procedures  and  budgetary  methods 
have  strengthened  the  Association  and  given 
it  the  ability,  not  only  to  fight  inflationary 
pressures,  but  to  anticipate  medicine’s  prob- 
lems and  take  fast  action. 

The  AMA  not  only  survived  its  fiscal  crisis. 
While  struggling  to  survive,  it  found  the  energy 
to  take  an  even  more  aggressive  position  on  be- 
half of  physicians  and  their  patients. 

Here  are  some  of  the  things  that  the  AMA 
is  doing  in  1975: 

AMA  Wins  Round  Three  in  Legal  Battle 
Over  Utilization  Review  Regulations 

On  May  27,  the  AMA  was  granted  a pre- 
liminary injunction  against  utilization  review 
regulations  requiring  24-hour  concurrent  re- 
view of  all  hospital  admissions  under  Medicare 
and  Medicaid.  The  federal  government’s  mo- 
tion to  stay  this  decision  was  denied  on  May 
28  by  the  District  Court  and  on  June  30  by 
the  Circuit  Court  of  Appeals. 

Then,  on  July  22,  the  AMA  won  another 
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significant  legal  victory  on  behalf  of  practicing 
physicians.  A three-judge  U.S.  Circuit  Court 
of  Appeals  Panel  denied  a motion  by  the  fed- 
eral government  to  cancel  a preliminary  in- 
junction against  implementation  of  the  regu- 
lations. The  Appeals  Court  said  the  AMA 
had  “sufficient  evidence  to  warrant  a prelimin- 
ary injunction”  and  stated:  “These  new  regu- 
lations may  have  the  effect  of  directly  influenc- 
ing a doctor’s  decision  on  what  type  of  medical 
treatment  will  be  provided,  thus  directly  in- 
terfering with  the  practice  of  medicine.” 

The  Secretary  of  HEW  has  now  signed  a 
notice,  to  be  published  in  the  Federal  Register, 
that  he  will  withdraw  the  enjoined  regulations 
and  certain  related  provisions.  He  will  pro- 
pose new  language  to  replace  the  regulations. 

According  to  a stipulation  filed  with  the 
Court  on  September  5,  the  AMA  has  dismissed 
its  suit  without  prejudice,  which  means  that 
it  can  be  refiled  at  a later  date  if  deemed 
necessary. 

AMA  Sues  HEW  on  Maximum 
Allowable  Cost  Regulations 

On  July  28,  1975,  HEW  formally  announced 
that  its  MAC  regulations  would  go  into  effect 
in  nine  months.  The  regulations  set  a maxi- 
mum allowable  cost  for  drugs  administered  to 
patients  under  federal  health  care  programs. 

Four  hours  after  the  HEW  announcement, 
the  AMA  announced  it  would  file  suit  asking 
for  a declaratory  judgment  that  the  regula- 
tions are  invalid  and  also  for  a permanent  in- 
junction. The  AMA  suit  was  filed  in  US 
District  Court  in  Chicago  on  July  29.  The 
AMA  maintains  that  the  regulations  would 
violate  the  constitutional  rights  of  both  pa- 
tients and  physicians  and  would  create  a 
labyrinth  of  drug  regulations  without  assur- 
ing favorable  cost  benefits. 

AMA  Wins  Fight  to  Prevent  Federal 
Control  of  Residencies 

The  AMA  won  an  important  victory  in  the 
US  House  of  Representatives  when  provisions 
for  federal  control  of  medical  residencies  were 
stricken  from  the  Health  Manpower  Act  of 
1975.  The  original  bill  called  for  federal  re- 
strictions on  the  allocation  and  distribution  of 
residencies. 


The  AMA  also  strongly  opposed  another 
provision  of  the  bill  requiring  medical  students 
to  pay  back  federal  capitation  grants  given 
to  medical  schools — money  medical  schools 
receive  for  each  student  in  the  institution. 
Although  the  House  supported  the  provision, 
it  was  diluted  by  amendments  which  exempt 
all  current  students  and  which  eliminate  pay- 
back requirements  for  graduates  serving  in 
the  armed  forces. 

AMA  Protests  Changes  in  Original 
HMO  Concept 

AMA  fired  the  first  volley  against  legislative 
efforts  to  change  the  intent  of  the  1973  HMO 
law.  In  a strongly  worded  statement  before 
the  House  of  Representatives’  Subcommittee 
on  Health,  AMA  officials  pointed  out  that  pro- 
posed amendments  to  the  HMO  Act  “would 
effectively  gut  the  HMO  concept”  and  would 
convert  a demonstration  health  delivery  pro- 
gram into  a mechanism  for  the  funding  of 
ordinary  prepaid  groups.”  The  AMA’s  posi- 
tion is  that  no  one  form  of  medical  practice 
should  receive  favored  treatment  from  the  fed- 
eral government  over  any  other. 

AMA  Acts  to  Set  Up  Professional 
Liability  Reinsurance  Firm 

The  AMA  is  taking  immediate  and  con- 
crete action  to  ease  the  medical  liability  in- 
surance crisis.  At  the  1975  Annual  Conven- 
tion, the  House  of  Delegates  authorized  the 
establishment  of  an  AMA  reinsurance  com- 
pany as  soon  as  possible.  This  kind  of  insur- 
ance has  been  unavailable  in  the  open  market. 
This  new  company  would  require  the  partici- 
pation of  five  state  society  insurance  com- 
panies with  a minimum  of  $12  millon  in  an- 
nual premiums  and  AMA  capitalization  of 
$1.5  million.  When  formed,  it  will  provide  a 
backup  mechanism  covering  excess  losses  for 
those  state  medical  societies  that  have  estab- 
lished their  own  medical  liability  insurance 
firms. 

Also,  a special  AMA  staff  task  force  is  work- 
ing actively  with  state  medical  associations, 
state  legislators,  insurance  and  legal  represen- 
tatives and  others  in  developing  solutions  to 
liability  problems  at  the  state  level. 
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AfAA  to  Aid  Members  in  Third  Party  Disputes 

In  response  to  the  growing  need  for  counsel 
to  physicians  in  dealing  with  third  parties,  the 
AMA  has  established  a new  Department  of 
Negotiations,  This  department  will  train  state, 
local,  and  specialty  society  executive  staff  and 
societies  members  in  the  art  of  skillful  nego- 
tiations and  will  also  intervene  directly  on 
behalf  of  the  profession  in  disputes  of  national 
significance. 

National  Health  Insurance 

The  AMA  believes  that  any  program  of  na- 
tional health  insurance  must  leave  the  physi- 
cian free  to  practice  in  accordance  with  his 
professional  judgment  and  with  the  right  to 
fee-for-service.  Similarly,  the  patient  must 
be  free  to  choose  the  type  of  care  and  the 
physician  he  wants.  This  position  is  implicit 
in  the  AMA’s  NHI  plan  that  has  been  intro- 
duced into  the  Congress  as  HR  6222.  While 
actively  advocating  this  plan,  the  AMA  has 
consistently  opposed  other  NHI  proposals  that 
call  for  the  restructuring  of  our  present  health 
care  system  and  increased  federal  involve- 
ment in  the  delivery  of  care. 

Keogh  Law  Modification 

The  AMA  was  successful  in  convincing  Con- 
gress to  modify  the  self-employed  tax  retire- 
ment act,  known  as  the  Keogh  law.  The  modi- 
fication increases  the  annual  limits  of  contri- 
butions a physician  may  make  to  a qualified 
retirement  plan  on  behalf  of  himself,  as  a self- 
employed  individual,  to  15%  of  earned  income 
or  $7,500  a year.  This  single  action  has  the  po- 
tential to  save  a physician  in  the  40%  tax  brac- 
ket $1,500  a year,  which  is  six  times  the  $250 
annual  dues  to  the  AMA. 

This  law  also  provides  that  members  of  pro- 
fessional corporations  may  set  aside  enough 
funds  to  provide  a maximum  retirement  in- 
come of  $75,000  a year. 

In  a message  to  the  AMA  House  of  Dele- 
gates, former  Congressman  Eugene  Keogh  gave 
credit  to  the  AMA  for  developing  the  concept 
of  the  legislation  and  working  for  its  passage. 
He  said  the  lesson  to  be  learned  from  the  ex- 
perience with  this  law  is  that  “an  AMA  united 
with  singleness  of  purpose  is  an  unstoppable 
force.” 


AMA  Membership  Sets  Record 

For  the  third  consecutive  year,  the  AMA 
has  broken  a record  in  dues-paying  member- 
ship. As  of  August  8,  1975,  the  AMA  had 
over  5,000  more  dues-paying  members  than  at 
the  same  time  last  year,  which  was  an  all-time 
record  year.  Membership  among  medical  stu- 
dents and  housestaff  has  shown  a 100%  in- 
crease. In  late  August,  AMA  membership  had 
exceeded  its  1974  total. 

Combined  Membership  Strengthens 
Federation 

Combined  county,  state,  and  AMA  mem- 
bership strengthens  each  level  of  the  Federa- 
tion and  this  concept  deserves  consideration 
in  every  area.  Studies  have  shown  that  in 
states  having  unified  AMA  membership,  the 
policy  has  no  negative  effect  on  state  and 
county  membership.  These  states  rank  among 
the  highest  in  the  nation  of  Federation  mem- 
bers to  physician  population. 

The  American  Dental  Association  has  uni- 
fied membership  in  every  state. 

Back  in  1970  Max  H.  Parrott,  M.D.,  who 
is  now  President  of  the  AMA,  summarized  the 
Association’s  major  services  tc  members  in  this 
way: 

“It  gives  the  physician  a strong  voice  on  im- 
portant issues. 

“It  gives  the  physician  the  power  to  endure 
against  those  who  would  tamper  with  and  de- 
bilitate the  nature  of  his  art. 

“It  provides  the  physician  with  an  ethical 
structure  which  would  otherwise  be  imposed 
from  outside  medicine. 

“It  maintains  the  quality  of  medical  care 
with  medical  education  and  accreditation  pro- 
grams, with  scientific  forums  and  publications, 
and  with  constant  surveillance  and  evaluation 
of  medical  practice. 

“It  carries  in  unity  the  strength  for  defense; 
and  it  carries  in  knowledge  and  acquaintance- 
ship the  strength  for  aggressive,  positive  ac- 
tion.” 

The  AMA  is  doing  this,  even  more  vigor- 
ously, today. 
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Professional  Clinical  Laboratories,  Inc.,  of  Wilming- 
ton, Delaware  now  has  four  branches  to  serve  you.  They 
are  located  in  Wilmington,  Newark,  and  Dover,  with  a 
subsidiary  laboratory  in  Downington,  Pennsylvania.  (All 
laboratories  are  state  licensed  and  have  Medicaid  and 
Medicare  approval.  The  main  laboratory  in  Wilmington 
is  federally  licensed.) 

The  Laboratory  offers  a full  range  of  services  to  the 
medical  and  industrial  community  including:  histology. 


WILMINGTON  Professional  Clinical  Laboratories, 
Inc.,  Suite  202  Professional  Bldg.,  Augustine  Cut- 
Off  655-9621  Hours:  MONDAY-FRIDAY  8-5  PM 
and  SATURDAY  8-12  NOON. 

NEWARK  Professional  Clinical  Laboratories,  Inc., 
Medical  Bldg.,  327  E.  Main  St.  737-4550  HOURS: 
MONDAY-FRIDAY 8-5  PM  and  SATURDAY8-12NOON 

DOVER  Professional  Clinical  Laboratories,  Inc., 
1001  S.  Bradford  St.  678-2796  HOURS:  MONDAY- 
FRIDAY  8-5  PM  and  SATURDAY  8-12  NOON 

DOWNINGTOWN  Downingtown  Medical  Labora- 
tory, Inc.,  308  E.  Lancaster  Ave.  269-5115  HOURS: 
MONDAY-FRIDAY8-5PM  and  SATURDAY 8-12  NOON 

PICK-UP  New  Castle  County,  area  sur- 
rounding Dover,  Smyrna  and  Downingtown. 
Specimen  pick-up  is  available  upon  request  by 
contacting  the  laboratory  (302-655-9621). 


cytology,  bacteriology,  chemistry,  hematology,  immuno-;! 
hematology,  chemistry  profiles  (SMA  12/60),  automated  ! 
gas  chromatography,  thin-layer  chromatography,  drug  | 
screening,  and  electrocardiography. 

In  addition  to  the  above  procedure,  audiographic 
screening  service  for  industry  is  now  available.  j 

For  your  convenience,  daily  pick-up  of  specimensii 
within  the  range  of  the  laboratory  branches  is  provided. 


PROFESSIONU  CLINIGU  LIBORIIORIES,  INC. 


^QdltorlaU 

OCTOBER  1975  IS  lAAA 
(IMMUNIZATION  ACTION  MONTH) 

As  part  of  a continuing  effort  to  reduce  the 
incidence  of  childhood  diseases  and  eliminate 
the  threat  of  widespread  epidemics,  the  US 
Center  for  Disease  Control  (CDC)  has  desig- 
nated October,  1975,  as  “Immunization  Action 
Month.”  The  goal  of  the  program  is  to  in- 
crease the  number  of  children  immunized 
against  polio,  measles,  mumps,  rubella,  diph- 
theria, tetanus,  and  pertussis. 

lAM  1975  is  a continuation  of  efforts  last 
year  and  the  year  before  to  increase  the  im- 
munization levels  of  preschoolers.  Survey  re- 
sults indicate  that  the  ten-year  downward 
trend  in  immunization  levels  among  children 
ages  one  to  four  has  been  reversed.  In  1973 
alone,  half  a million  more  children  were  im- 
munized against  preventable  disease  than  were 
immunized  the  previous  year.  Unfortunately, 
despite  these  effective  efforts  in  1973  and  1974 
over  five  million  preschoolers  are  still  unpro- 
tected. 

According  to  Dr.  John  J.  Witte,  Director 
of  the  Immunization  Division,  US  Center  for 
Disease  Control,  the  percentage  of  young  chil- 
dren immunized  against  these  diseases  has 
been  declining  at  an  alarming  rate  in  recent 
years.  As  a result,  diseases  that  were  once  well 
controlled,  such  as  polio,  measles,  and  rubella, 
are  becoming  a problem  once  again.  One  of 
the  main  problems  is  that  many  parents  wait 
until  their  children  approach  school  age  before 
having  them  immunized.  This  leaves  the  child 
unprotected  during  the  first  four  or  five  years 
of  his  life,  an  age  when  some  of  the  diseases 
are  most  serious  and  most  likely  to  strike. 
Moreover,  this  means  that  if  an  epidemic  oc- 
curs, it  is  most  likely  to  spread  quickly  among 
children  of  this  age  group. 

Says  Dr.  Witte  of  polio,  “The  statistics  are 
really  pretty  frightening.  In  1963,  84.1  per- 
cent of  children  between  the  ages  of  one  and 
four  were  vaccinated  against  polio.  Last  year 
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Rs  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 

If  you’d  like  to  know  exactly  how  much  protection  you  need, 
call  today.  Your  Montgomery  Man  will  arrange  for  your  business 
to  have  a complete  insurance  survey. 


In  Wilmington  (Main  office)  Du  Pont  Building  • 10th  & Orange  Streets 658-6471 

(Branch  Office)  1414  N,  Du  Pont  Street 658-6471 

In  Dover  (Branch  Office)  Bank  of  Delaware  Building - ...674-3707 

For  the  best  insurance  plan  . . . call  a Montgomery  Man! 
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that  figure  was  down  to  63.1  percent.  That 
simply  isn’t  enough  to  prevent  epidemics.  Any- 
one who  remembers  the  polio  epidemics  of  the 
1950’s,  when  thousands  of  children  were  per- 
manently disabled,  knows  what  that  means.” 

Polio  isn’t  the  only  problem.  CDC  statis- 
tics show  that  in  1974  only  64.5  percent  of 
children  in  the  one-to-four  age  group  had  been 
immunized  against  measles. 

“Some  people  still  regard  measles  as  a harm- 
less disease  and  aren’t  too  concerned  about 
having  their  children  immunized.  But  before 
vaccines  were  available,  hundreds  of  children 
died  each  year  from  the  disease.  Encephalitis 
with  permanent  brain  damage  is  a common 
complication  of  the  disease.  Measles  has  been 
brought  pretty  well  under  control.  In  the 
past  few  years,  however,  we’ve  begun  to  see 
outbreaks  of  the  disease  once  again,  and  the 
possibility  of  an  epidemic  is  becoming  greater 
and  greater,”  says  Dr.  Witte. 

The  statistics  for  rubella,  or  German 


measles,  are  even  worse.  In  1974  only  55.6 
percent  of  one-to-four-year-old  children  were 
immunized  against  the  disease.  Ten  years  ago, 
we  had  a rubella  epidemic  that  resulted  in  30,- 
000  miscarriages  and  caused  serious  disabilities 
in  20,000  babies.  Then  the  vaccine  was  de- 
veloped and,  because  of  an  intensive  national 
immunization  program,  the  epidemic  predicted 
for  1970  or  1971  was  prevented.  But  now  we 
face  the  threat  of  an  epidemic  once  again  be- 
cause not  enough  children  are  being  immu- 
nized. 

B.Z.P. 

« ME  « 

GOODBYE  TO  BILL  VANDERVORT 

A valued  colleague  has  left  practice  in  Del- 
aware, perhaps  only  for  a year  or  two,  per- 
haps forever.  Dr.  William  Vandervort,  who 
came  to  Wilmington  after  graduation  from 
Yale  University  School  of  Medicine  to  intern 
and  stayed  on,  was  president  of  the  Medical 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 

September,  1975 


539 


Delaware  Medical  Journal 


Society  of  Delaware  in  1973-1974.  He  has 
also  served  as  advisor  to  Governors,  started 
the  methadone  program  in  Delaware,  was  sec- 
retary to  the  State  Board  of  Mental  Health, 
and  was  prison  physician. 

I believe  he  will  not  mind  if  we  share  part 
of  his  letter  to  some  of  his  associates  with  you. 

“Perhaps  it  seemed  to  me  that  I had  several 
more  lives  to  live,  and  could  not  spare  any 
more  time  for  that  one.  It  is  remarkable  how 
easily  and  sensibly  we  fall  into  a particular 
route,  and  make  a beaten  track  for  ourselves. 
I learned  that  at  least,  by  my  experiment,  that 
if  one  advances  confidently  in  the  direction  of 
his  dreams  and  endeavors  to  live  the  life  which 
he  has  imagined,  he  will  meet  with  a success 
unexpected  in  common  hours.  In  proportion 
as  he  simplifies  his  life,  the  laws  of  the  universe 
will  appear  less  complex.  If  you  have  built 
castles  in  the  air,  your  work  need  not  be  lost; 
that  is  where  they  should  be.  Now  put  the 
foundations  under  them.”  (Henry  David  Tho- 
reau  in  WALDEN) 

We  shall  miss  Bill  Vandervort  in  Delaware. 
We  wish  him  well  in  his  new  locale  in  Hawaii 
and  we  congratulate  his  new  associates  on  ac- 
quiring him  as  a colleague. 

B.Z.P. 


VI  Vt 

NO  FRIENDS,  LOVERS,  NOR  CHILDREN 

A recent  issue  (June  9)  of  TIME,  probably 
the  most  influential  publication  in  the  US  if 
not  the  world,  was  devoted  to  old  age.  The 
correspondence  which  followed  (June  23)  in- 
cluded a poignant  letter  from  Kay  Melaney, 
of  the  Western  Psychiatric  Institute  of  the 
University  of  Pittsburgh:  “When  we  look  at 
an  old  person,  we  see  what  we  may  become: 
one  who  has  lost  health,  beauty,  children, 
status,  income,  home,  friends  and  lovers. 

“The  greatest  sorrow  of  the  aging  human 
being  is  an  aching  loneliness  for  what  is  gone 
forever  . . .” 

In  the  same  issue  as  Melaney ’s  letter  an 


advertisement  for  radio  stations  included  this 
quotation  from  Samuel  Johnson:  “The  future 
is  purchased  by  the  present.” 

I believe  Johnson’s  statement  is  in  large 
part  true,  and  Melaney‘s  has  the  unmistakable 
authenticity  of  the  close  observer.  But  old 
age  is  indeed  “an  aching  loneliness  for  what 
is  gone  forever” — and  Melaney’s  list  is  devas- 
tatingly  complete — can  any  amount  of  plan- 
ning, can  even  the  most  concerned  “geriatrist” 
provide  anything  which  can  truly  preserve 
“the  quality  of  life  and  the  human  dignity 
of  the  elderly” — the  last  a quote  by  Dr.  Lu- 
kash, physician  to  the  president,  in  the  same 
issue. 

Perhaps  old  age  is  indeed  an  incurable  dis- 
ease. Have  there  ever  been  or  are  there  likely 
to  be  any  really  satisfactory  answers? 

B.Z.P. 
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WHAT  TO  DO  ABOUT  BITES  AND  STINGS  OF 
VENOMOUS  ANIMALS  by  Robert  E.  Arnold,  M.D., 

MacMillan,  New  York,  1973.  122  pp.  Ulus.  Price 
$5.95. 

It  is  estimated  that  there  are  at  least  8,000 
persons  in  the  United  States  bitten  each  year 
by  poisonous  snakes  with  most  of  them  being 
treated  by  medical  people.  Many  others  sus- 
tain severe  reactions  to  stinging  insects.  For 
the  ten-year  period  from  1960  to  1969  at  least 
344  deaths  were  reported. 

Dr.  Arnold  has  written  a “guide  to  proper 
treatment  covering  ail  dangerous  snakes,  liz- 
ards, spiders,  insects,  and  marine  animals  of 
North  America.”  Included  are  55  illustrations 
for  identification  and  a directory  of  antivenom 
centers.  This  alone  would  make  the  book  use- 
ful as  a reference,  but  it  is  also  a very  readable 
text  covering  the  vast  majority  of  problems 
that  could  be  encountered.  Overall  it  is  a 
very  practical  and  useful  book  for  anyone  in 
primary  care  who  might  require  a reference 
which  is  both  concise  and  complete. 

Herbert  Heym,  M.D. 

ve 

BEYOND  BLACK  AND  WHITE  by  James  P.  Comer, 
M.D.,  Quadrangle-N.Y.  Times  Book  Co.,  New  York, 
1974.  272  pp.  Price  $2.95  paperback. 

In  his  analysis  of  the  position  of  the  black 
man  in  today’s  world,  Dr.  Comer  has  consid- 
ered all  aspects  of  the  problem,  from  the 
historical,  socio-economic,  and  cultural  view- 
points. He  recognizes  the  fact  that  black 
people  have  been  victims  of  economic,  psycho- 
logical, and  social  exploitation,  intimidation, 
violence,  and  exclusion  far  beyond  that  of  any 
white  group.  Yet,  throughout  his  book  there 
is  a note  of  optimism  not  often  encountered 
in  books  on  racial  problems.  Dr.  Comer  ex- 
tends the  hypothesis  that  there  are  values  and 
opportunities  “Beyond  Black  and  White,” 
such  as  family  and  community  cohesion,  posi- 
tive common  bonds  such  as  language,  religion, 
and  nationality,  and  adaptive  mechanisms 


such  as  economic  opportunity,  that  are  funda- 
mental forces  in  our  society.  Only  in  a di- 
mate  of  community,  recognizing  differences  in 
individuals  and  ethnic  groups,  can  we  move 
beyond  black  and  white  and  form  a society 
functioning  in  an  atmosphere  of  mutual  re- 
spect and  dignity.  This  is  a thoughtful,  schol- 
arly book,  highly  recommended  to  anyone  con- 
cerned with  the  problems  of  racism  and  equal- 
ity in  our  own  community. 

Marjorie  J.  McKusick,  M.D. 

in  ve 

MALABSORPTION  IN  CLINICAL  PRACTICE  by  M.  S. 
Losowsky,  M.D.,  B.  E.  Walker,  M.D.,  and  J.  Kel- 
leher,  M.Sc.,  Ph.D.,  Longman,  New  York,  1974. 
318  pp.  Illus.  Price  $28.00. 

Although  somewhat  dull  to  read,  this  short, 
expensive  text  by  British  authors  is  well  or- 
ganized, well  diagramed,  and  sucdnct.  With 
numerous  references  (mainly  to  American  pub- 
lications) and  a practical  approach,  it  is  well 
suited  for  the  clinical  or  research-oriented  gas- 
troenterologist as  weU  as  the  internist  who 
has  need  to  care  for  patients  with  malabsorp- 
tion. 

The  first  chapter  on  physiology  and  bio- 
chemistry of  the  gastrointestinal  tract  would 
be  excellent  for  students  or  house  staff. 

Thomas  L.  Fazio,  M.D. 
VI  VI  in 

SLOW  VIRUS  DISEASES  edited  by  Wolfgang  le- 
mon and  Edwin  H.  Lennette,  Williams  & Wilkins, 
Baltimore,  1974.  145  pp.  Illus.  Price  $17.75. 

Twelve  papers  from  29  symposium  partici- 
pants of  the  1973  Annual  Symposium  of 
American  Association  of  Pathologists  and  Bac- 
teriologists were  skillfully  brought  together  by 
the  authors  of  this  synopsis.  Reviewing  such 
a specialized  subject  should  probably  be  the 
province  of  the  virologist,  but  so  many  mes- 
sages of  clinical  importance  are  borne  on  its 
pages  that  it  can  profitably  be  read  and  re- 
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viewed  by  the  internist,  infectious  disease 
specialist,  neurologist,  oncologist,  or  endocrin- 
ologist. 

Beautifully  written  chapters  which  are 
“must”  reading  for  the  internist  or  neurologist 
include  Chapter  One  (Virus-Hot  Relation- 
ships), Chapter  Four  (Kuru  and  Creutzfeldt- 
Jakob  Disease),  Chapter  Five  (Opportunistic 
Papova virus)  and  Chapter  Ten  (Immunologic 
Aspects).  After  initial  definition,  numerous 
repetitive  abbreviations  are  used  (SSPE,  LCM, 
TME,  C"J,  etc).  This  is  commonly  done  in 
technical  journals,  making  the  reader  wish  for 
a page  of  abbreviation-definitions  for  quick  and 
easy  reference. 

The  symposium  was  organized  around  three 
basic  topics—viruses  which  produce  progres- 
sive neurological  diseases  (Chapters  2,  3,  4,  5, 
7,  8,  9),  virus-induced  diabetes  mellitus 
(Chapter  6),  and  oncogenic  viruses  (Chap- 
ter 11)  plus  some  general  immunologic  and 
biochemical  principles  (Chapters  1,  10,  12). 


Strong  emphasis  was  placed  upon  differ- 
ences in  diseases  and  virology  between  spon- 
gioform  degenerations  (such  as  Kuru  and 
Creutzfeldt- Jakob  Disease)  and  more  “con- 
ventional” viral  disease  such  as  progressive 
multifocal  leukoencephalopathy  and  subacute 
sclerosing  panencephalities.  In  the  former, 
viral-like  agents,  partial  fragments  of  viruses, 
or  parts  of  viral  capsular  proteins  produce  the 
infection;  in  the  latter  the  entire  virus  with  or 
without  its  capsule  is  the  etiologic  agent 
(virions). 

The  great  panorama  of  diseases  which  vi- 
ruses may  produce  is  only  inferred  by  this 
symposium,  but  their  complexities  stagger  the 
imagination:  Viruses  of  untold  numbers  doubt- 
less exist  symbiotically;  some  produce  an  acute 
infection  which  clears;  others  infect  acutely, 
then  smoulder  to  reappear  as  a degenerative 
condition;  others  pass  from  one  generation  to 
the  next  to  protect  from  or  to  predispose  to 
neoplasms;  others  produce  metabolic  disturb- 
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ances.  The  profusion  of  these  ideas  and  pos- 
sibilities somehow  makes  the  reader  skeptical 
that  a viral  etiology  could  be  responsible  for 
all  of  this,  but  the  basic  research  proving  the 
major  points  is  undeniable. 

The  chapters  dealing  with  canine  distemper 
and  biochemical  correlates  are  somewhat  dif- 
ficult for  the  clinician  to  appreciate,  but  prob- 
ably add  a great  deal  to  one  more  versed  in 
virology.  One  can  read  this  141-page  book 
comfortably  in  three  evenings.  The  most 
valuable  lesson  to  learn  is  that  there  are  un- 
told numbers  of  “agents”  in  us  and  around 
us  which  cannot  be  proven  to  be  alive  or  dead, 
but  which  determine  our  health  as  explicitly 
as  the  more  prosaic  cell,  microbe,  or  virus. 

Dewey  A.  Nelson,  M.D. 

Uf  Uf 

PHYSICAL  DIAGNOSIS  IN  MEDICINE  by  A.  E.  Davis, 
M.D.  and  T.  D.  Bolin,  M.D.,  Pergamon  Press,  Elms- 
ford,  N.Y.,  1974.  122  pp.  Ulus.  Price  $7.00  paper- 
back. 

The  authors  state  that,  “The  objectives  of 
this  book  are  to  enable  the  student  to  carry 
out  a physical  examination,  to  give  the  com- 
mon causes  of  abnormal  physical  signs,  and  to 
outline  the  physical  signs  encountered  in  com- 
mon medical  conditions.”  The  approach  of 
each  chapter  is  to  relate  physical  findings  to 
individual  systems.  The  two  chapters  cover- 
ing the  nervous  and  the  cardiovascular  sys- 
tems are  detailed  and  well  written.  Proper 
examination  and  testing  of  cranial  nerves,  cere- 
bellar function,  sensation,  muscle  strength,  and 
reflexes  are  explained  clearly.  In  addition, 
the  basic  approach  in  assessing  the  unconscious 
patient  is  presented. 

Because  of  its  brevity,  the  book  omits  areas 
in  physical  diagnosis.  Diagrams  are  infre- 
quent and  could  be  used  more  often,  especially 
to  picture  the  lesions  interrupting  the  visual 
pathways  and  to  illustrate  the  normal  heart 
sounds  and  the  abnormal  murmurs  of  the  car- 
diac cycle.  Chapter  8,  Examination  of  Joints, 
is  three  pages  long  and  neglects  functional 
testing  of  the  back  and  individual  joints.  The 


entire  genital  and  lower  urological  systems 
are  summarized  in  one  page. 

For  the  medical  student  reader,  the  book 
is  deficient  in  describing  diagnostic  signs  and 
lacks  adequate  illustrations.  Concerning  some 
topics,  the  authors  presume  specific  previous 
knowledge,  while  the  subject  matter  in  other 
areas,  eg,  endocrine  and  musculoskeletal  sys- 
tems, is  superficial.  For  the  practicing  physi- 
cian reader,  the  book  could  be  helpful  for  re- 
view. However,  its  incompleteness  and  brevity 
limit  its  usefulness  as  a reference  book. 

Donald  A.  Mahler,  M.D. 

in  'iH  % 

INFECTIOUS  DISEASES  edited  by  J.  Joseph  Marr, 
M.D.  Little,  Brown,  Boston,  1973.  180  pp.  Price 
$1 1.50. 

This  short  text,  compiled  by  eight  authors 
from  Washington  University  in  St.  Louis,  gives 
a very  basic  overview  of  common  problems  in 
infectious  diseases.  The  information  presented 
is  useful,  but  in  most  instances  falls  short  of 
what  would  be  expected  in  a specialized  book 
of  this  type.  Practically  everything  in  it  is  con- 
tained in  Harrison  or  a similar  textbook  of 
medicine.  This  last  fact,  coupled  with  the 
book’s  $11.50  price  tag,  makes  it  prohibitive 
for  this  reviewer. 

Edward  A,  Kelly,  Jr.  M.D. 

1975  YEAR  BOOK  OF  PSYCHIATRY  AND  APPLIED 
MENTAL  HEALTH  edited  by  Francis  J.  Braceland, 
M.D.,  et  al.  Year  Book  Medical  Publishers,  Chicago. 
450  pp.  Price  $27.95. 

The  publication  of  the  Yearbook  of  Psychia- 
try and  Applied  Mental  Health  1975  marks 
the  75  th  anniversary  of  the  Year  Book  series. 
The  first  series  was  composed  of  ten  volumes, 
all  of  which  were  for  general  practitioners  be- 
cause at  that  time  their  interests  comprised 
all  fields  we  now  consider  specialties  and  sub- 
specialties. There  are  now  twenty-one  separ- 
ate Year  Books  all  in  the  area  of  specialties 
and  subspecialties. 
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Dr.  Braceland,  in  a fascinating  introduction, 
reviews  the  trends  in  psychiatry  that  were 
considered  important  in  the  first  Year  Book. 
A man  by  the  name  of  Kraepelin  was  men- 
tioned because  of  his  efforts  to  bring  about 
a classification  system  based  on  the  medical 
model.  However,  Dercum  branded  this  as 
impossible  and  of  little  value.  Minor  mention 
was  given  to  men  named  Charcot,  Freud, 
Meyer,  Jung,  Adler,  and  Bleuler. 

Treatment  in  1900  had  three  major  goals 
“(1)  to  eliminate  waste  products,  (2)  to  elim- 
inate . . . the  outflow  of  energy  and  (3)  to 
feed  the  depleted  nerve  cells.”  Treatment 
was  rest  and  exercise,  diet,  hyd’^’otherapy, 
electrotherapy,  massage,  and  drugs.  How- 
ever, great  thought  was  given  to  treatment 
in  private  practice,  prevention  of  mental  ill- 
ness, and  shifting  from  treatment  in  large 
institutions  and  to  treatment  in  private  hos- 
pitals or  at  home.  Much  of  the  thinking  at 
the  time  centered  around  the  idea  that  the 
psyche  was  inseparable  from  the  soma  and 
that  a biological  solution  would  lead  to  a 
greater  understanding  and  better  treatment. 
Thus,  after  75  years  we  see  once  again  that 
the  more  things  change,  the  more  they  stay 
the  same. 

As  we  see,  in  reading  this  book,  the  ideas 
of  1900  are  still  being  argued  over  and  de- 
bated. The  separation  of  state  hospitals  and 
community  care  is  being  tried  with  mixed  re- 
sults. Many  psychiatrists  feel  psychiatry 
should  move  back  in  the  mainstream  of  medi- 
cine and  not  separate  the  mind  from  the  body. 
The  prodigious  outpouring  of  work  in  the  fields 
of  neuropharmacology  and  neurophysiology 
seems  to  lend  credence  to  the  pioneers  who, 
without  today’s  sophisticated  equipment,  felt 
biology  may  be  the  answer. 

The  75th  Year  Book  devotes  one-quarter 
of  its  contents  to  each  of  the  fields  of  neuro- 
physiology, pharmacology,  psychophysiology, 
and  genetics.  This  does  not  reflect  editors’ 
bias,  it  only  reflects  where  the  major  develop- 
ments in  psychiatry  are  occurring.  Commun- 
ity psychiatry  is  also  afforded  large  space, 
beautifully  edited  by  Lawrence  Kolb.  All 
major  fields  of  psychiatry  are  examined,  but 


the  above  topics  are  the  ones  most  extensively 
covered. 

The  1975  Year  Book  is  valuable  for  several 
reasons.  It  enables  the  practicing  psychia-  j 
trist  to  see  what  is  happening  in  fields  other  i 
than  his  own.  It  enables  one  to  see  where  j 
present  research  is  being  done  and  what  the 
results  are  at  this  time.  It  is  impossible  for  ; 

one  person  to  read  all  the  psychiatric  journals  i, 

and  publications;  thus  these  six  eminent  psy- 
chiatrists have  culled  the  literature  and  given 
us  the  cream  of  the  present  crop.  This  is  a 
prodigious  task  to  do,  but  it  is  beautifully 
done. 

Richard  Greenberg,  M.D.  j 

uf  « I 

JOURNEY  by  Robert  and  Suzanne  Massie,  Alfred  j 
A.  Knopf,  New  York,  1975.  448  pp.  Ulus.  Price  | 
$8.95.  s' 

“Journey”  is  an  intensely  personal  account  I 
by  the  author  of  Nicholas  and  Alexandra  and  [[ 
his  no  less  articulate  wife  of  the  effect  of  their  I 
son’s  catastrophic  illness,  hemophilia,  on  their  |j 
family.  Writing  alternately  and  later  includ-  ' 
ing  passages  by  their  son  Bobby,  they  follow 
the  family  life  from  Bobby’s  birth  to  the  pres- 
ent  as  he  enters  Princeton.  Never  sentimental,  | 
they  trace  the  ups  and  downs  of  a life  facing  jj 
recurring  crises,  often  with  inadequate  support  i| 
from  the  health  profession  and  the  larger  so-  i 
ciety.  Their  initial  exposure  to  the  diagnosis 
of  hemophilia  by  the  cold  and  pompous  “Doc-  ; 
tor”  should  be  a lesson  to  us  all.  | I 

Unlike  many  similar  books,  the  medical  in-  | | 
formation  is  quite  accurate.  The  recent  dra- 
matic advances  in  the  care  of  hemophilia  with 
the  development  of  effective  concentrates  and  ii 
their  prompt  use  even  in  the  home  are  well  | ( 
described.  ; ii 

Th  authors  expose  the  inadequacy  of  the  '' 
health  care  system  in  the  United  States  in 
caring  for  the  chronically  ill.  The  burden  is  | ji 
that  of  the  ill  and  their  kin  alone  to  carry.  : ai 
Early  on,  if  blood  was  to  be  found  for  Bobby,  :j  w 
the  family  had  to  plead  for  it  personally.  The  m % 
humiliation  as  well  as  the  financial  burden  i Ii 
was  great.  This  contrasted  with  their  years 
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in  France  where  coordinated  care  was  provided 
and  their  dignity  was  carefully  protected. 

The  politics  of  the  struggle  of  a private 
pharmaceutical  company  and  the  Red  Cross 
causing  delay  in  the  availability  of  the  thera- 
peutic concentrates  is  another  commentary  on 
our  system.  The  attempt  to  raise  money  for 
hemophiliacs  through  charity  premieres  of  the 
movie  “Nicholas  and  Alexandra”  was  a bitter 
experience  to  the  authors.  We  obviously  need 
a better  way. 

All  in  all,  this  is  an  excellent  book  to  be 
read  with  profit  by  all  of  us  who  care  for  pa- 
tients. Particularly  perceptive,  extraordinarily 
sensitive,  and  more  articulate  than  most,  the 
Massies  have  done  us  a great  service.  May 
we  rise  to  their  challenge. 

Vincent  DelDuca,  Jr.,  M.D. 

Vi  ^ Vi 

THE  SEVEN-PER-CENT  SOLUTION  by  John  H.  Wot- 
son,  M.D.,  edited  by  Nicholas  Meyer,  E.  P.  Dutton, 
New  York,  1974.  253  pp.  Price  $6.95. 

This  is  a light,  interesting,  and  enjoyable 
novel  that  purports  to  be  a recently  discovered 
manuscript  by  our  English  colleague.  Dr.  John 
H.  Watson. 

Dr.  Watson,  as  you  may  remember,  was  the 
confidante  and  biographer  of  Sherlock  Holmes. 
This  present  addition  to  his  previous  collec- 
tion of  Holmes’  adventures  is  the  “missing 
link”  between  his  “death”  and  his  reappear- 
ance three  years  later  in  a most  unexpected 
manner. 

However,  if  all  the  above  seems  strange  and 
unbelievable,  the  subject  of  the  Seven-Per- 
Cent  Solution  itself  and  the  various  plots  and 
interweavings  of  his  tale  will  seem  even  more 
unbelievable  and  surprising. 

To  the  “true  Sherlockian”  the  story  is  not 
as  taut  nor  as  subtle  as  Dr.  Watson’s  previous 
attempts,  but  one  must  remember  that  he 
would  have  been  in  his  90’s  at  the  time  of  its 
writing,  and  time  must  have  pressed  hard  upon 
him  then. 

Thomas  J.  Vates,  Jr.,  M.D. 


MEDICINE  AND  SOCIETY  by  Henry  Miller,  M.D., 
Oxford  University  Press,  New  York,  1974.  87  pp. 
Price  $8.95  cloth,  $3.00  paperback. 

Before  reading  this  small  volume  the  only 
Henry  Miller  I knew  of  as  an  author  was  the 
writer  of  “Tropic  of  Cancer”  and  several  other 
books  which  traveled  years  ago  through  the 
literary  underground.  Happily,  this  Henry 
Miller  has  written  a much  more  interesting 
book  in  a delightful  style  which  in  four  chap- 
ters and  less  than  85  pages  manages  to  touch 
on  a wide  range  of  subjects  relating  medical 
practice  and  medical  science  to  the  broad 
fabric  of  society.  Dr.  Miller,  an  Englishman 
and  Professor  of  Neurology  and  Dean  of  Medi- 
cine before  becoming  Chancellor  at  the  Uni- 
versity of  New  Castle  upon  Tyne,  has  the 
knack  of  discussing  a great  many  exciting  is- 
sues of  our  times  in  pithy  and  often  dryly 
humorous  ways  which  should  provide  much  en- 
joyment to  doctors  and  others  interested  in 
medicine’s  interactions  with  an  increasingly 
complex  social  structure. 


JOHN  G.  MERKEL 
& SONS,  INC. 

Physicians  — Hospitals  — 
Laboratory  — Invalid  Supplies 
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Rather  than  writing  a review  longer  than 
the  book,  I would  like  to  give  you  a sample  of 
what  Dr.  Miller  has  written  and  hope  it  will 
stimulate  you  to  buy  the  book  and  read  it 
yourself.  On  drug  problems,  he  presents  a 
“blood  curdling  account”  of  iatrogenic  diseases 
from  a variety  of  commonly  used  medications 
and  then  follows  with  “But  it  is  well  to  bear 
in  mind  first  that  most  of  these  complications 
can  be  prevented,  that  they  are  usually  easily 
recognizable,  and  that  in  all  but  a few  instances 
they  can  either  be  rapidly  reversed  by  the 
withdrawal  of  the  drug  or  successfully  treated. 
When  they  are  set  against  the  phenomenal 
benefits  we  continue  to  derive  from  the  cur- 
rent explosion  in  pharmacological  knowledge 
. . . they  can  be  regarded  as  not  much  more 
than  an  inconvenient  nuisance.” 

In  a reference  to  drug  research  and  capital- 
ism, and  admitting  to  being  a convinced  So- 
cialist, he  says  “It  is  difficult  to  think  of  a 
single  major  therapeutic  innovation  in  25  years 
that  has  originated  in  any  one  of  several  east- 
ern European  countries.  Perhaps  the  drug 
industry  will  be  the  final  bastion  of  competi- 
tive capitalism.”  Of  prediction  in  medical 
science  he  says,  “The  difficulties  of  prediction 
in  medical  science  are  inversely  proportional 
to  the  period  of  time  covered.  There  is  some 
chance  of  success  over  a five  year  period  and 
virtually  none  over  20  years.” 

On  medical  logistics  and  priorities  he  says, 
“Medical  services  are  in  competition  with  edu- 
cation, housing,  defense,  and  in  the  matter  of 
resources  the  physician  has  the  right  of  any 
citizen  to  press  the  claims  of  his  particular 
interest,  but  experience  suggests  that  he  exerts 
little  influence  on  the  outcome.”  Upon  allo- 
cation and  resources  and  priorities,  he  feels 
“One  thing  is  clear:  under  any  conceivable 
system,  demand,  fortified  by  continuing  ad- 
vance, will  always  outstrip  available  re- 
sources.” 

On  population  screening,  “There  are  two 
practical  difficulties  that  bedevil  decision  mak- 
ing. One,  the  medical  innovators  are  usually 
enthusiasts  and  seldom  excel  in  critical  evalu- 
ation. Two,  new  but  still  unproved  methods 
are  not  only  introduced  into  practice  but  at- 


tract wide  publicity,  demand  is  created,  and  | 
pressures  from  special  interest  sections  of  the  j 
profession  and  public  lead  to  premature  policy  |' 
decision.”  Of  multiphasic  screening  he  refers 
to  “the  enthusiastic  service  in  California  where 
the  subject’s  birthday  celebration  is  scheduled 
to  include  an  annual  sigmoidoscopy,  during  | 
which  he  is  impaled  on  what  amounts  to  be  | 
an  illuminated  walking  stick  in  the  cause  of  j ^ 
visual  inspection  of  the  lower  bowel.”  i ^ 

Upon  ethical  considerations,  he  states,  “The  i 
simple  Hippocratic  rule  of  preserving  life  at  | 
all  costs  and  at  all  times  is  no  longer  in  itself  I 
an  adequate  guide  to  the  humane  and  civilized  i 
practice  of  medicine.  Not  only  is  the  doctor  | I 
forced  to  consider  the  quality  of  survival  that  I 1 
his  treatment  will  produce,  but  also  its  possible  : [ 
implications  for  society.”  ^ ' 

With  regard  to  abortion  he  says,  “The  de-  1 ! 
mands  for  termination  of  ‘accidental’  preg-  I 
nancies  will  of  course  decline  once  effective  ' i 
contraceptive  advice  is  freely  and  generally  |t 
available,  as  it  soon  must  be,  but  human  care-  jt 

lessness  and  sheer  bad  luck  will  determine  a J 

certain  residual  requirement.”  On  euthanasia,  | J 
“It  seems  to  excite  more  enthusiasm  among 
members  of  the  clergy  and  the  House  of  Lords  j. 
than  amongst  doctors.  What  is  much  more  j 
important  is  to  improve  the  comfort  of  dying  | 
....  In  any  case  the  involvement  of  physicians  j||, 
in  euthanasia  is  surely  inadvisable.”  Of  human 
experimentation.  Dr.  Miller  says,  “The  difficul-  r 
ties  of  a therapeutic  pioneer  can  be  exagger-  J 
ated.  Every  course  of  treatment  is  really  an  I ^ 
experimental  trial  and  other  things  being  ^ 

equal,  a controlled  trial  is  likely  to  be  more  ^ 

carefully  supervised  by  a more  scrupulous  phy- 
sician than  the  uncontrolled  experiment  of  J 
routine  treatment.  Even  the  best  designed  ill 
and  executed  experiments  may  yield  fallacious  I a 
results.”  i •' 

I strongly  recommend  this  book  to  you.  It  ’ 

is  delightful  to  read.  It  covers  a wide  range  * 

of  subjects  with  admirable  brevity.  It  is  con-  1 

cerned,  very  concerned,  with  the  impact  of  * 

the  revolution  in  biomedical  science  on  society  ^ 

today  and  on  current  medical  practice.  Prob-  “ 

lems  contingent  on  the  changes  that  have  oc-  ^ 

curred  in  the  past  forty  years,  Dr.  Miller  be-  ; '' 
lieves,  are  too  important  to  be  left  to  the  neces-  * 
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sarily  empirical  judgment  of  the  medical  pro- 
fession alone.  The  purpose  of  the  book  is  to 
contribute  to  the  dialogue  that  is  a necessary 
prelude  to  inescapable  decisions  of  public 
policy. 

Norman  L.  Cannon,  M.D. 

« Mf 

THE  HOUSE  OF  LIFE,  Magic  and  Medical  Science  in 
Ancient  Egypt,  by  Paul  Ghalioungui,  Abner  Schram, 
New  York,  1974.  198  pp.  Ulus.  Price  $22.50. 

This  is  a remarkable  book!  Remarkable  in 
that  it  is  only  about  175  pages,  but  priced  at 
$22,50,  and  in  that  this  is  the  second  edition, 
the  first  having  been  published  in  1963.  There 
have  been  numerous  and  detailed  historical 
publications  about  this  most  interesting,  in- 
volved, and  complicated  subject.  The  first 
papyrus  by  Ebers  in  1875  was  followed  by  the 
Hearst  papyrus  in  1905,  London  and  Berlin  in 
1909  and  1912,  and  then  Chester  Beatty,  and 
then  the  famous  Edwin  Smith  papyrus.  Con- 
tinuing archeological  explorations  throw  more 
and  more  light  on  the  medicine  of  ancient 
Egypt. 

This  book  is  also  remarkable  in  that  it  sum- 
marizes the  significant  findings  in  all  the  other 
treatises  and  is  written  in  a most  readable 
form,  explaining  the  philosopy  and  beliefs  con- 
cerning magic  and  medicine  held  by  the  priests 
ind  sorcerers  and  physicians  of  that  era.  It 
is  particularly  interesting  that  all  of  this  is 
placed  in  perspective  with  contemporary  prac- 
tices in  neighboring  countries,  including  es- 
pecially the  probable  Egyptian  influence  on 
jreek  and  Hebrew  medicine. 

This  accurate  account  is  especially  valuable 
cecause  the  author  is  a Professor  of  Medicine 
md  a clinician  of  some  thirty  years’  experience 
n Cairo,  who  has  extensively  studied  ancient 
medicine,  and  who  is  very  much  aware  of  mod- 
;m  world-wide  medical  practice  and  thought, 
rhere  are  many  interesting  illustrations  and 
i very  complete  list  of  references.  The  author 
:aUs  attention  to  specialization  in  early  Egypt 
n contrast  to  the  generalistic  approach  in 
jreek  medicine.  The  book  contains  a very 
ucid  and  intriguing  description  of  the  prepar- 
ition  of  mummies  and  the  philosophy  involved. 


and  points  out  that  mummies  have  given  us 
far  more  information  about  disease  in  the  early 
Egyptian  period  than  we  have,  for  instance,  of 
the  medieval  period  in  Europe. 

In  ancient  Egypt,  adjacent  to,  but  distinct 
from  the  temples  were  found  many  buildings 
where  health  matters  were  studied,  where  li- 
braries were  housed,  where  teaching  was  done, 
and  where  the  practice  of  medicine  developed 
over  the  thousands  of  years  before  there  was  a 
designated  college  or  medical  school.  Such 
institutions  were  called  Houses  of  Life!  Hence, 
the  name  of  this  book.  It  is  well  worth  the 
high  price!  It  can  be  strongly  recommended. 

Lewis  B.  Flinn,  M.D. 

MS  or 

TEXTBOOK  OF  OTOLARYNGOLOGY,  4th  ed.,  by 
David  D.  DeWeese,  M.D.  and  William  H.  Saunders, 
M.D.,  C.  V.  Mosby,  St.  Louis,  1973.  509  pp.  Price 
$14.75. 

One  cannot  help  but  wonder  about  the 
technical  difficulties  involved  in  the  revision 
of  a textbook  by  two  authors  whose  resi- 
dences are  as  separated  as  Oregon  (Doctor 
DeWeese)  and  Ohio  (Doctor  Saunders). 
Nevertheless,  these  two  gentlemen,  who  are 
each  professor  and  chairman  of  the  Depart- 
ment of  Otolaryngology  at  their  respective 
medical  schools,  have  done  so. 

The  new  edition  is  enriched  by  a third  more 
illustrations,  621  in  all.  The  illustrations,  all 
black  and  white,  are  generally  excellent  but 
do  include  a few  of  questionable  value.  For 
example,  a view  of  the  cleaning  of  the  inner 
tube  of  a tracheotomy  tube  by  passing  a pipe 
cleaner  through  it  seems  unnecessary.  On  the 
other  hand,  so  probably  is  one  of  the  more  in- 
teresting new  illustrations — a half -page  photo- 
made  using  the  scanning  electron  microscope 
which  shows  the  otoconia  of  the  squirrel  mon- 
key magnified  5,000  times. 

The  section  on  examination  is  particularly 
complete  and  clearly  illustrated.  The  same 
large-eared  young  gentleman  serves  as  a model 
in  nearly  all  of  the  photographs  in  this  section, 
the  junior  ENT  resident,  I suppose. 

A recent  survey  of  the  most  common  dis- 
eases seen  in  a Family  Practice  office  (Dr. 
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Jack  Froom,  University  of  Rochester,  Family 
Medicine  Program)  indicated  pharyngitis  to 
be  the  most  frequent  diagnosis,  non-febrile 
URI  the  second  most  common,  and  otitis  ex- 
terna and  acute  sinusitis  included  within  the 
30  most  frequent  illnesses.  It  thus  behooves 
all  family  practitioners  to  be  more  than  a 
little  otolaryngologists.  A textbook  of  oto- 
laryngology designed  “primarily  for  the  medi- 
cal student  and  the  general  practitioner” 
(maybe  that  latter  designation  will  be  changed 
to  the  newer  rubric  “family  physician”  in  the 
fifth  edition?)  thus  belongs  on  every  family 
practitioner’s  shelf.  This  one  would  be  a 
reasonable  choice  with  the  one  caveat  that 
its  therapeutic  recommendations  cannot  be 
taken  as  gospel.  Most  physicians  will  know 
better  than  to  agree  with  the  recommenda- 
tions that  antibiotics  for  tonsillitis  caused  by 
group  A streptococci  may  he  stopped  48  hours 
after  the  subsidence  of  symptoms.  And  I 
doubt  that  ammonium  chloride  is  the  best 
diuretic  now  available  for  Meniere’s  disease 
if  any  diuretics  are  indeed  helpful. 

A good  book  buy  at  $14.75. 

Bernadine  Z.  Palilshock,  M.D. 

Vt  ^ )lt 

RESPIRATORY  INSUFFICIENCY,  by  Benjamin  Bur- 
rows, M.D.,  Ronald  J.  Knudson,  M.D.,  and  Louis  J. 
Kettel,  M.D.,  Year  Book  Medical  Publishers,  Chi- 
cago, 1975.  187  pp.  Price  $9.50  paperback. 

This  book,  according  to  the  authors,  is  writ- 
ten for  medical  students  and  for  physicians 
who  have  no  special  training  in  jmlmonary 
disea.ses.  Their  objective,  stated  in  the  pre- 
face, is  to  provide  the  knowledge  needed  for 
diagnosis  and  management  of  most  respiratory 
states.  I do  not  think  they  succeeded  on  many 
points.  Perhaps  the  most  serious  criticism  I 
have  is  that  when  I finished  reading  this  book, 
the  question  arose  as  to  why  it  was  written. 
There  are  a number  of  other  short  texts  that 
cover  this  material  and  in  a superior  manner. 
The  book  itself  is  printed  on  cheap  paper  with 
crude  charts  and  illustrations.  It  is  true  that 
costs  have  escalated,  but  I have  recently  read 
other  paperbacks  in  this  price  range  and  found 
them  infinitely  superior  on  all  points.  If  costs 
need  to  be  cut,  I would  suggest  not  printing 


books  of  this  sort. 

The  book  is  divided  into  five  sections  which 
cover  an  Introduction,  Normal  Physiology, 
Manifestations  of  Respiratory  Insufficiency, 
Bronchopulmonary  Diseases,  and  Lung  Func- 
tion Measurements.  There  is  nothing  in  this 
book  that  I can  disagree  with  but  also  nothing 
to  recommend  it  to  either  medical  students 
or  physicians  in  general. 

Leonard  P.  Lang,  M.D. 

ur  t» 

PHYSICS:  ONCE  OVER  LIGHTLY  by  Kenneth  R.  At- 
kins, John  Wiley  & Sons,  Somerset,  N.J.,  1972. 
211  pp.  Price  $11 .50. 

This  text  responds  excellently  to  the  espe- 
cially difficult  challenge  of  providing  a short, 
self-contained  course  on  physics  which  covers 
the  basic  concepts.  It  is  specifically  designed  as 
a book  for  use  in  a one-semester  introductory 
course  for  the  non-scientific  student.  Most  of 
the  mathematical  rigor  and  special  units  of 
measure  which  the  beginning  non-mathema- 
tical  student  often  finds  confusing  and  dis- 
tracting are  deleted.  Use  of  powers  of  ten  is 
encouraged,  so  that  relative  magnitudes  are 
now  evident.  Memorization  of  formulae  and 
relationships  is  avoided  through  the  use  of  al- 
ways concise  examples.  These  ever-present 
illustrations  provide  the  student  with  much 
needed  visualization  of  concepts. 

The  text  begins  by  defining  the  goal  and 
purpose  of  physics,  and  how  it  can  be  related 
to  the  everyday  world.  The  author  moves  the 
student  through  motion  and  electricity  to  rela- 
tivity and  quantum  mechanics  without  delv- 
ing too  deeply  into  the  mathematical  reasoning 
responsible  for  the  relationships. 

At  the  end  of  each  chapter  the  author  pro- 
vides a set  of  questions  and  problems.  These 
are  broken  into  three  groups,  so  that  the  rela- 
tive degree  of  difficulty  can  be  easily  discerned. 
This  also  aids  in  the  assignment  of  such  prob- 
lems. Included  in  the  appendices  is  one  giving 
the  answers  to  all  odd  numbered  problems. 

While  eminently  suitable  for  its  intended 
formal  academic  use  it  is  also  suitable  for  a 
well  motivated  but  non-matriculated  person 
to  pursue  on  a home-study  basis. 

Douglas  A.  Bly 
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To  the  Editor: 

This  note  is  in  response  to  Dr.  Ashley’s  let- 
ter, {Delaware  Medical  Journal  47:381,  1975) 
regarding  reports  of  volunteers  screened  by  the 
Breast  Demonstration  Project  of  the  Wil- 
mington Medical  Center  who  have  been  oper- 
ated upon,  and  the  number  of  patients  whose 
tissue  diagnoses  had  “not  yet  been  reported” 
by  the  time  this  Cancer  Communique  (Dela- 
ware Medical  Journal  47:226,  1975)  was  writ- 
ten. 

First,  Dr.  Ashley  is  correct  in  stating  that 
the  surgeon  and  not  the  pathologist  is  respon- 
sible for  reporting  the  tissue  diagnosis  to  the 
Breast  Demonstration  Project. 

Second,  more  than  anything,  the  number 
of  cases  whose  tissue  diagnoses  have  not  yet 
been  reported  reflects  a time  lag  between  sur- 
gery and  the  acquisition  of  that  information 
in  our  office.  This  lag  is  a function  of  time 
and  not  a deficiency  in  reporting. 

Ruben  A.  Teixido,  M.D. 

Associate  Director 
Breast  Screening  Program 
Wilmington  Medical  Center 

)it  % % 

To  the  Editor: 

SI  Units — More  Joules  than  Candelas? 

Dr.  Paulshock’s  editorial,  “The  SI — More 
Bad  News?”  (Delaware  Medical  Journal,  June 
1975,  p.  325)  emphasizes  the  confusion  which 
would  almost  certainly  result  from  adoption 
of  SI  (Le  Systeme  International  D’Unites) 
units  for  reporting  clinical  laboratory  data.  As 
someone  who  may  one  day  be  responsible  for 
the  implementation  of  this  reporting  system, 
I share  Dr.  Paulshock’s  concern.  The  SI  unit  is 
already  well  established  in  Europe  and  many  of 
the  European  clinical  laboratory  journals  ex- 
press results  in  SI  units  only,  much  to  my  own 
confusion.  The  reasoning  behind  the  intro- 
duction of  the  SI  units  is  obvious  and  laudable 


— the  standardization  of  a single,  supposedly 
coherent,  system  for  reporting  all  laboratory 
work.  Since  chemical  substances  generally 
react,  on  a molar  rather  than  a mass  basis, 
the  mole  was  introduced  by  the  International 
Union  of  Pure  and  Applied  Chemistry  as 
a means  of  demonstrating  more  clearly  the 
possible  biochemical  relationship  between  the 
measurement  of  different  compounds,  although 
it  is  not  a basic  SI  unit. 

Everyone  appreciates  the  value  of  measuring 
charged  particles  (electrolytes)  in  milliequiva- 
lents  rather  than  mg/100  ml.  While  for  uni- 
valent electrolytes  the  introduction  of  mmol/ 
litre  will  not  result  in  any  numerical  change, 
there  will  be  a change  for  electrolytes  with 
valencies  other  than  unity,  as  Dr.  Paulshock 
shows  for  calcium.  Also,  the  validity  of  re- 
porting electrolyte  concentrations  in  moles 
could  be  questioned. 

Already  inconsistencies  have  appeared,  in- 
cluding the  reporting  of  thyroxine  iodine  in 
nmol/L,^  I have  no  conception  of  what  a mole 
of  thyroxine  iodine  really  is.  Hemoglobin  and 
most  proteins  have  been  excluded  from  the 
scheme  in  a number  of  countries,  and  the  con- 
tinuing problem  of  enzyme  units  has  not  been 
considered. 

I would  agree  that  there  are  more  important 
things  for  us  to  be  working  on  in  the  clinical 
laboratory,  particularly  the  clinical  relevance 
of  what  we  do.  If  molar  concentrations  can 
be  shown  to  have  a significant  advantage  over 
conventional  units  in  patient  management, 
then  their  adoption  will  follow.  It  is  by  no 
means  clear  to  me  that  such  an  advantage 
exists.  This  view  is  shared  by  a study  com- 
mittee of  the  Massachusetts  Medical  Society, 
as  recently  reported  in  the  New  England  Jour- 
nal of  Medicine? 

P.  John  Pegg,  M.D. 
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A Blue  Shield  of  Delaware  PR- 4 form  can  literally  be  a magic  ke; 
for  any  busy  physician's  office.  With  it,  the  often  time  consuming  task  o 
researching  unusual  or  mishandled  claims  can  be  significantly  reduced. 

The  PR-4  provides  both  your  office  and  Blue  Shield  with 
concise  and  permanent  record  of  the  inquiry.  Our  inquiry  handler 
process  and  report  on  all  outstanding  work.  These  reports  guarantee 
that  inquiries  will  be  answered  within  specific  and  convenient  timi 
frames. 

PR- 4s  are  one  way  we  are  doing  our  part  to  make  sure  that  Blu 
Shield  is  more  than  a concept — it  is  a relationship. 


For  contacts  other  than  inquiries  be  sure  to  use  the  sp^ecial  Blue  Shield  Provider  telephone  lines: 


In  Wilmington  and 
New  Castle  County 


652-2740 

652-2735 


In  Kent  and 
Sussex  Counties 
1-800-292-9525 
Extensions  306  and  251 


Blue  Cross 
Blue  Shield 

of  Delaware 


Speakers  on  Speakers  for  October,  1975  on  the  Tuesday  radio  program  (11:05  a.m., 
"Ask  the  Doctor”  WDEL)  produced  by  the  Medical  Society  of  Delaware  are:  October  7,  E. 

Wayne  Martz,  M.D.,  Is  Your  Child  Headed  for  a Career  as  a Doctor?; 
October  14,  William  E.  Miller,  M.D.,  Kidney  Failure;  October  21,  Gerald 
J.  Savage,  M.D.,  Anesthesia  for  Outpatient  Surgery;  October  28,  Hugo  B. 
Schwandt,  M.D.,  What’s  New  in  Cataract  Treatment. 

In  the  News  John  E.  Benzel,  M.D.,  John  J.  Egan,  M.D.,  Vincent  DelDuca,  Jr.,  M.D.  and 
Charles  M.  Smith,  M.D.,  will  be  part  of  the  faculty  of  the  American  College 
of  Physicians  course  on  New  Concepts  in  Basic  and  Applied  Hematology 
at  the  Thomas  Jefferson  University  on  October  8-10,  1975. 

William  J.  Holloway,  M.D.  and  John  H.  Furlong,  M.D.  have  been  reap- 
pointed to  the  Board  of  Medical  Examiners  by  Governor  Sherman  W.  Trib- 
bitt. 

Diane  Kittredge,  M.D.  was  appointed  program  director  of  the  Office  of  Ma- 
ternal and  Child  Health,  Delaware  Division  of  Public  Health,  effective 
August  21,  1975.  Doctor  Kittredge  is  the  wife  of  Doctor  Philip  Rettig,  CDC 
epidemiologist  assigned  to  the  Bureau  of  Disease  Control. 

Lawrence  C.  Morris,  formerly  Executive  Secretary  of  the  Medical  Society 
of  Delaware,  was  recently  named  senior  vice  president  of  the  National  Asso- 
ciation of  Blue  Shield  Plans. 

Herbert  A.  Baganz,  M.D.  has  been  named  Assistant  Chief  Medical  Director 
for  Policy  and  Planning  of  the  Veterans  Administration’s  171  hospitals. 
In  that  position,  he  will  manage  activities  that  develop  policy,  monitor  qual- 
ity of  care  and  provide  facility  and  program  planning. 


Delaware  Heart  Recent  recipients  of  Delaware  Heart  Association  grants-in-aid  were  Dorothy 
Association  H.  Henneman,  M.D.,  University  of  Delaware,  $5,000  for  “Biogenic  Amines 

Grants  and  Cardiovascular  Teratology”  and  Roberta  F.  Coleman,  Ph.D.,  Univer- 

sity of  Delaware,  $10,000  for  “DPN — Specific  Isocitrate  Dehydrogenase  of 
Heart  Muscle.” 


Bergen  Migraine  Copies  of  papers  presented  at  the  Bergen  Migraine  Symposium,  June,  1975, 
Symposium  in  Bergen,  Norway,  are  available  in  the  Delaware  Medical  Journal  office. 


Delaware  The  Ninth  Annual  Educational  Health  Conference  sponsored  by  the  Dela- 

Association  of  ware  Association  of  Industrial  Nurses  will  be  held  October  4 at  the  DuPont 

Industrial  Nurses  Country  Club. 
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CLINICAL  NOTICES  AND  MEETINGS 

AAFP  Annual 
Scientific  Assembly 

The  American  Academy  of  Family  Physicians  27th  Annual  Scientific  Assembly  will 
be  held  in  Chicago,  October  6-9,  1975.  The  program  includes  medical  lectures,  con- 
tinuing education  courses,  informal  discussion  groups,  live  teaching  demonstrations, 
and  scientific  and  technical  exhibits.  For  information  write:  American  Academy  of 
Family  Physicians,  1740  West  92nd  Street,  Kansas  City,  Missouri  64114. 

American  College 
of  Surgeons 

The  61st  Annual  Clinical  Congress  of  the  American  College  of  Surgeons  will  be  held 
October  13-17,  1975,  in  San  Francisco.  The  program  will  include  postgraduate  courses, 
research  reports,  panel  discussions,  and  eminent  guest  speakers.  For  information 
contact:  Heinz  R.  Kuehn,  Director  of  Communications,  American  College  of  Surgeons, 
65  East  Erie  Street,  Chicago,  Illinois  60611. 

Immunology  and 
Allergy  Meeting 

The  Annual  Meeting  of  the  American  Association  for  Clinical  Immunology  and  Allergy 
will  be  held  in  Palm  Springs,  California,  October  15-19,  1975.  For  information  con- 
tact: Howard  Silber,  AACIA,  P.O.  Box  912,  DTS,  Omaha,  Nebraska  68101. 

Hypertension — 1 975 

The  American  Heart  Association — Maryland  Affiliate,  Inc.  will  conduct  a scientific 
session  for  physicians  on  “Hypertension — 1975”  on  October  18,  1975,  at  the  Hunt 
Valley  Inn,  Hunt  Valley,  Baltimore  County,  Maryland.  For  information  contact: 
American  Heart  Association,  Maryland  Affiliate,  Inc.,  10  South  Street,  Suite  100, 
Baltimore,  Maryland  21202.  Telephone  301-539-0818. 

American  Academy 
of  Pediatrics 

The  44th  Annual  Meeting  of  the  American  Academy  of  Pediatrics  will  be  held  October 
18-23,  1975,  in  Washington,  D.C.  General  sessions  will  include  presentations  on  the 
battered  child.  Hyperactivity,  therapeutic  drug  monitoring,  and  enuresis.  For  informa- 
tion contact:  American  Academy  of  Pediatrics,  1801  Hinman  Avenue,  Evanston,  Illinois 
60204.  Telephone  312-869-4255. 

American  College 
of  Physicians 

The  following  postgraduate  courses,  sponsored  by  the  American  College  of  Physicians,, 
are  scheduled:  “Endocrine,  Metabolic  and  Genetic  Disease:  Clinical  Application  of 
Basic  Advances,”  October  20-23,  1975,  Durham,  North  Carolina;  “Contemporary  In- 
ternal Medicine,”  October  20-24,  1975,  New  York  City;  “Liver  Diseases  and  the 
Internist,”  November  2-3,  1975,  Chicago.  For  information  contact:  Registrar,  Post- 
graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia,  Pennsylvania  19104. 

CLASSIFIED  AD  SECTION 

Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insei’tion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


INTERNIST:  Graduate.  Temple  University  School  of  dent  Health  Service  seeks  physician  with  some  train- 

Medicine,  1973;  currently  Senior  Assistant  Resident  ing  in  surgery,  orthopedics,  and/or  rehabilitation, 

in  Medicine,  George  Washington  University  Hospital,  Student  body  of  13,000  and  average  28,000  outpatient 

Washington,  D.C.  Interested  in  small  specialty  or  visits  per  year.  For  information  contact:  M,  J. 

multispecialty  group  practice.  Available  June  1976.  McKusick,  M.D.,  Director,  Student  Health  Service, 

University  of  Delaware,  Newark,  Delaware  19711. 
STAFF  PHYSICIAN:  University  of  Delaware  Stu-  Telephone  302-738-2230. 
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lespond  to  one 


According  to  her  major 
iptoms,  she  is  a psychoneu- 
c patient  with  severe 
iety.  But  according  to  the 
;ription  she  gives  of  her 
ings,  part  of  the  problem 
i sound  like  depression. 

3 is  because  her  problem, 
ough  primarily  one  of  ex- 
ive  anxiety,  is  often  accom- 
ied  by  depressive  symptom- 
ogy.  Valium  (diazepam) 
provide  relief  for  both— as 
excessive  anxiety  is  re- 
;d,  the  depressive  symp- 
s associated  with  it  are  also 
n relieved. 

There  are  other  advan- 
s in  using  Valium  for  the 
lagement  of  psychoneu- 
; anxiety  with  secondary 
•essive symptoms:  the 
hotherapeutic  effect  of 
um  is  pronounced  and 
d.  This  means  that  im- 
'ement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


Billance  because  of  their  predisposi- 
to  habituation  and  dependence.  In 
nancy,  lactation  or  women  of  child- 
ing  age,  weigh  potential  benefit 
1st  possible  hazard, 
autions:  If  combined  with  other  psy- 
ropics  or  anticonvulsants,  consider 
fully  pharmacology  of  agents  em- 
5d;  drugs  such  as  phenothiazines, 
otics,  barbiturates,  MAO  inhibitors 
ither  antidepressants  may  potentiate 
;tion.  Usual  precautions  indicated  in 
nts  severely  depressed,  or  with  latent 
ession,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  ot  Hoftmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B'badtracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 

m contains:  Aerosporln®  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
1 400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
rhite  petrolatum  qs  In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 

Its. 

ONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
il  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  In: 
id  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
as  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
nflamed  or  suppurating  as  a result  of  bacterial  infection 
ctically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
<in  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
nds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
permlt  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
tividuals  who  have  shown  hypersensitivity  to  any  of  the  components. 

G:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  It  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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THE  ROAD  AHEAD 


When  I entered  medical  school  over  30  years 
ago,  most  of  us  felt  we  were  preparing  for  a 
profession,  the  practice  of  which  would  involve 
only  patient  care,  teaching,  or  research.  Ex- 
perience over  the  years  has  revealed  how 
limited  we  were  in  our  expectations.  It  is 
very  likely  that  the  medical  student  of  today 
is  much  more  aware  of  the  facts  of  life — 
mainly,  that  the  average  physician  spends  a 
considerable  portion  of  his  time  doing  things 
that  are  peripheral  to  patient  care  though  re- 
lated in  many  important  ways. 

So  the  Medical  Society  of  Delaware  embarks 
on  its  187th  year  with  the  objects  of  the  So- 
ciety being  “to  promote  the  service  and  art  of 
medicine  and  the  betterment  of  the  public 
health,”  as  stated  in  the  By-Laws. 

Our  profession  is  beset  with  many  problems, 
perhaps  greater  today  than  in  years  past. 
Many  are  beyond  our  control  and  are  not  of 
our  own  making.  Some  result  from  our  errors 
of  the  past. 

There  are  many  issues  that  press  upon  us  for 
our  consideration,  and  while  it  is  not  possible 
for  us  to  provide  complete  answers,  many  will 
require  advice  and  direction  from  the  medical 
community,  such  as  the  upward  spiralling  costs 
of  medical  care;  the  unavailability  of  care  in 
certain  geographic  areas;  the  maldistribution 
of  physicians — geographically  as  well  as  by 
specialty;  the  problem  of  the  impaired  or  the 
incompetent  physician;  the  matter  of  recertifi- 


cation and/or  relicensure;  ethical  and  moral 
issues  such  as  life  and/or  death  with  dignity; 
and  finally  the  problem  of  medical  liability. 
The  latter  has  dominated  Society  activity  in 
the  past  year  and  continues  to  demand  an 
inordinate  amount  of  attention  at  the  present 
time.  Since  the  Annual  Meeting  in  Septem- 
ber, many  hours  of  work,  in  cooperation  with 
representatives  of  the  hospitals,  the  legal  pro- 
fession, and  the  insurance  industry,  have  been 
expended  in  attempting  to  effect  a piece  of 
compromise  legislation  acceptable  to  the  Gov- 
ernor and  the  General  Assembly.  As  of  this 
writing,  it  is  felt  that  this  has  been  accom- 
plished. We  hope  by  late  October  to  see  the 
results  of  this  effort  translated  into  legislative 
activity.  If  this  turns  out  to  be  true,  the  So- 
ciety can  then  direct  its  energies  to  pursuing 
the  objectives  (noted  above)  contained  in  our 
By-Laws. 

Voices  from  within  our  profession  as  well  as 
outside  the  profession  seem  to  say  that  medi- 
cine lacks  the  capacity  to  provide  the  leader- 
ship necessary  to  deal  with  problems  such  as 
those  mentioned  above.  If  we  desire  to  be  a 
respected  and  honored  profession,  we  dare  not 
fail  to  try.  With  the  interest,  counsel,  and 
support  of  our  membership,  we  will  achieve 
some  success. 
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Blue  Cross® 
Blue  Shield® 

of  Delaware 


U&C: 
A Vital 
Community 

Link. 


There  is  really  no  great  artistry  involved  in  putting  together  an 
insurance  formula  which  will  indemnify  a health  care  policy-holder 
with  a pre-agreed  dollar  amount. 

If  such  arrangements  were  all  the  times  required  there  would  be  no 
need  for  Blue  Shield. 

But  the  times  clearly  require  more  . . . 
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THE  MEDICAL  LIABILITY  SITUATION  UPDATED 


From  the  beginning  of  our  efforts  to  develop 
malpractice  reform  legislation,  it  has  been 
difficult  to  get  the  cooperation  of  interested 
groups.  The  lawyers  could  not  be  counted 
on  at  all,  in  view  of  the  radical  changes  in 
the  tort  system  involved  in  remedial  legisla- 
tion. Especially  was  it  difficult  to  get  informa- 
tion from  the  insurance  industry  regarding 
the  relative  feasibility  of  underwriting  the 
various  types  of  plans  which  had  been  put 
forward. 

Our  original  undertaking  was  to  adapt  the 
initial  Indiana  proposal  to  Delaware.  It  was 
thought  that  to  have  both  a jury  trial  and  an 
administrative  panel,  as  did  the  final  Indiana 
measure,  was  overly  cumbersome  for  a small 
state  like  Delaware.  Then  a reaction  set  in 
against  going  so  far  as  to  do  away  with  the 
jury  trial,  and  so  the  bill  was  changed  to  pro- 
vide for  a jury,  at  least  for  the  first  $100,000 
of  the  award,  which  would  be  covered  by  in- 
surance. 

All  this  sounds  easy  when  you  say  it  fast, 
but  it  is  hard  to  imagine  the  work  that  goes  in- 
to revising  and  adapting  legislation.  A change 
in  one  place  involves  minute  consideration  of 
the  whole  in  order  to  make  sure  that  consist- 
ency is  maintained.  Moreover  we  were  trying 
to  construct  the  very  best  legislation  possible — 
something  that  would  alleviate  the  malprac- 
tice insurance  crisis  and  still  be  fair  to  the 
public. 

Then  the  hospital  crisis  broke.  Five  of  the 
seven  voluntary  hospitals  in  the  state  were 
threatened  with  cancellation  of  their  malprac- 
tice coverage.  Cooperation  started  coming 
out  of  the  woodwork;  leadership  appeared 
everywhere. 

A meeting  with  Governor  Tribbitt  early 
this  month  was  attended  by  representatives 


of  your  Society,  the  Delaware  Hospital  Asso- 
ciation, the  insurance  industry,  and  legislative 
leaders,  as  well  as  Mr.  Robert  A.  Short,  the 
Insurance  Commissioner.  The  American  Insur- 
ance Association  was  pressing  for  passafie  of  a 
bill  known  as  S.B.  365,  which  would  establish, 
on  a temporary  basis,  a “Joint  Underwriting 
Association,”  designed  to  guarantee  a source 
of  malpractice  coverage.  The  leaders  of  your 
Society  indicated  opposition  to  S.B.  365  on  the 
grounds  that  it  was  a stop-gap  measure  and 
would  not  affect  the  problem  on  a long-range 
basis.  Proponents  of  S.B.  365  said  that  H.B. 
666  would  not  solve  the  immediate  crisis,  and 
wanted  a special  session  of  the  House  of  Rep- 
resentatives called  to  consider  S.B.  365,  al- 
ready passed  by  the  Senate. 

The  upshot  was  that  the  Governor  agreed 
to  take  no  action  until  October  20  if  all  con- 
cerned would,  by  that  date,  agree  on  a bill 
which  met  the  approval,  within  reason,  of  all 
interested  elements. 

Feverish  activity  ensued.  Responsible  of- 
ficials from  Aetna  came  down  from  Hartford 
and  presented  their  views.  In  several  working 
meetings  a bill  was  hammered  out  which  pre- 
serves the  jury,  puts  a limit  on  general  dam- 
ages, provides  for  full  insurance  coverage 
rather  than  a special  fund  for  awards  over 
$100,000,  and  has  a mandatory  malpractice 
screening  panel.  The  bill  also  embodies  the 
temporary  joint  underwriting  association  pro- 
visions. 


As  this  goes  to  press,  the  new  legislation  is 
on  the  Governor’s  desk. 


Executive  Director 
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THE  USE  OF  CEPHALOTHIN  IN 
THE  TREATMENT  OF  PNEUMONIA 


Barbara  Gibson 


Cephalothin  has  been  used  in  the  treatment 
of  a wide  variety  of  gram-positive  and  gram- 
negative infections  since  its  first  introduction 
for  clinical  trial  in  1962.  Original  in  vitro 
studies  demonstrated  cephalothin  activity 
against  the  gram-positive  cocci  (except  the 
enterococci),  other  group  D streptococci,  and 
some  viridans  streptococci.  Susceptible  gram- 
negative organisms  include  the  Neisseriae  spe- 
cies, over  90  percent  of  the  strains  of  Hemo- 
philus influenzae,  Salmonellae  species,  and 
Shigella  species.  In  addition,  over  60  percent 
of  the  isolates  of  Escherichia  coli,  indole  nega- 
tive Proteus  sp  and  Klebsiella  sp  are  suscep- 
tible to  cephalothin,  being  inhibited  by  less 
than  12.5  mcg/ml  (a  concentration  usually 
achieved  in  serum  by  a single  dose  of  1.0  g 
cephalothin).  Pseudomonas,  Herrellea,  Alca- 
ligenes  species,  Enterobacter,  and  indole  posi- 
tive Proteus  species  were  found  to  be  resistant 
to  cephalothin.^ 

As  a result  of  such  studies,  cephalothin  has 
been  used  extensively  as  a broad-spectrum  an- 

Barbara  Gibson  was  a medical  student  at  Thomas  Jefferson  Uni- 
versity, Philadelphia,  Pennsylvania  when  she  prepared  this  paper. 


This  paper  was  written  as  part  of  an  elective  requirement  in 
the  Infectious  Disease  Section,  Department  of  Medicii.e  Wi  mmg- 
ton  Medical  Center.  It  was  awarded  first  prize  in  the  contest  for 
papers  submitted  by  medical  students  and  house  staff  to  the 
Delaware  Medical  Journal. 


tibiotic.  Since  most  pathogens  causing  bac- 
terial pneumonia  are  sensitive  to  cephalothin, 
this  drug  is  often  employed  for  treatment  of 
patients  with  pneumonia  before  culture  and 
sensitivity  reports  are  available. 

The  purpose  of  this  paper  is  to  review  the 
evidence  for  in  vivo  effectiveness  of  cephalo- 
thin in  the  treatment  of  bacterial  pneumonias. 

Pharmacodynamics 

Since  the  distribution  of  an  antibiotic  in  the 
body  is  an  important  determinant  of  in  vivo  ac- 
tivity, the  pharmacodynamics  of  a drug  should 
be  an  important  consideration. 

Peak  serum  levels  of  cephalothin  are  reached 
0.5  to  1.0  hour  after  intravenous  or  intramus- 
cular administration.  Cephalothin  is  rapidly 
excreted  in  the  urine  by  glomerular  filtration 
and  tubular  secretion;  sixty  to  ninety  percent 
of  the  antibiotic  is  recovered  in  the  urine 
in  six  hours;  about  one  third  of  the  adminis- 
tered dose  is  excreted  as  the  less-active  de- 
sacetyl  form.  Thus,  administration  is  neces- 
sary every  four  to  six  hours  to  maintain  ade- 
quate blood  levels.  Probenecid  interferes  with 
the  tubular  excretion  of  cephalothin  and  may 
be  utilized  to  maintain  higher  serum  levels. 
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TABLE  1 

Results  of  Therapy  - Pneumonia  treated  with  cephalothin 


ORGANISM  # CASES  SATISFACTORY  INDETERMINATE  FAILURE 


# 

% 

# 

% 

# 

% 

Staphylococcus  aureus 

87 

61 

70 

7 

8 

19 

22 

Pneumococci 

39 

36 

92 

2 

5 

1 

3 

Beta-hemolytic 

strep 

4 

4 

100 

- 

- 

- 

- 

H.  influenzae 

3 

1 

33 

1 

33 

1 

33 

Klebsiella- 

Enterobacter 

13 

10 

77 

- 

- 

3 

23 

E.  coli 

2 

1 

50 

- 

- 

1 

50 

Paracolon  bacilli 

1 

1 

100 

- 

- 

- 

- 

Staph-gram-negative 

6 

1 

17 

- 

- 

S taph-Klebsiella 

3 

1 

1 

1 

1 

3 

100 

Klebsiella 

Proteus  mirabilis 

1 

1 

100 

- 

- 

- 

- 

Proteus  vulgaris 
coliform 

1 

1 

100 

- 

- 

- 

- 

Mixed  gram-negative 

2 

- 

- 

- 

- 

2 

100 

Total  mixed 

13 

3 

23 

- 

- 

10 

77 

Negative  cultures 

67 

53 

79 

8 

12 

6 

9 

Total  gram-positive 

130 

101 

78 

9 

7 

20 

15 

Total  gram-negative 

32 

16 

50 

1 

3 

15 

47 

TOTALS 

229 

170 

74 

18 

8 

41 

18 

References  #20-39. 


After  an  I.V.  dose  of  two  grams  of  cephalo- 
thin, serum  levels  may  reach  100  mcg/ml.  In 
the  absence  of  infection,  there  is  poor  crossing 
of  the  blood-brain  barrier,  and  cerebrospinal 
fluid  (CSF)  levels  seldom  reach  0.16  mcg/ml.^ 
If  the  meninges  are  inflamed,  CSF  levels  up  to 
50%  of  the  serum  levels  may  be  attained,  but 
much  of  this  is  in  the  form  of  the  desacetyl 
derivative,  which  is  less  active  against  gram- 
negative pathogens.  Substantial  concentra- 
tions of  antibiotic  have  been  measured  in 
pleural  fluid,  but  in  one  study  lung  tissue  con- 
centrations were  less  than  2 mcg/ml  two  hours 
after  dosing  (0.3  g every  three  hours). ^ This 
concentration  would  not  be  effective  against 
most  of  the  susceptible  gram-negative  organ- 
isms.^ 

Toxicity 

The  toxicity  of  a particular  antibiotic  should 
receive  prime  consideration  in  clinical  antibio- 
tic selection.  Fortunately,  side  effects  are  rela- 
tively rare  with  cephalothin,  less  than  five  per- 
cent of  the  patients  exposed  to  this  antibiotic 
demonstrating  a primary  allergy  with  urticaria, 


rash,  and  eosinophilia.^  There  is  some  con- 
troversy concerning  cross-allergenicity  between 
cephalothin  and  penicillin,  although  one  study 
estimated  that  only  12%  of  penicillin-allergic 
patients  were  also  allergic  to  cephalothin.® 
Considering  the  prevalence  of  patients  with 
multiple  drug  allergies,  however,  it  is  well  to 
be  cautious  in  the  administration  of  cephalo- 
thin to  patients  with  documented  penicillin 
allergy  or  allergies  to  other  drugs. 

Less  common  cephalothin  side  effects  are 
neutropenia  and  thrombophlebitis,  the  inci- 
dence of  thrombophlebitis  being  directly  pro- 
portional to  dose  and  duration  of  therapy. 
Local  reaction  following  intramuscular  injec- 
tion precludes  administration  by  this  route. 
Cephalothin  is  apparently  not  nephrotoxic  and 
can  be  used  in  patients  with  decreased  renal 
function  if  appropriate  dosage  adjustments  are 
made. 

Bacteria  acquire  cephalothin  resistance 
slowly,  although  multiple  antibiotic-resistant 
staphylococci  have  been  cephalothin-resistant 
and  super-infections  with  Pseudomonas  and 
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LITERATURE  EVALUATION  OF  USEFULNESS  OF  CEPHALOTHIN 
TABLE  II 


CEPHALOTHIN 


NUMBER 

CEPHALOTHIN 

CEPHALOTHIN  ONLY 

CEPHALOTHIN 

CEPHALOTHIN 

FOUND  USEFUL 

OF 

DRUG  OF 

IF  ALLERGY 

FOUND 

NOT 

BY  INVESTIGATORS 

ORGANISM 

REPORTS 

CHOICE 

TO  PEN. 

EFFECTIVE 

MENTIONED 

# % 

Pneumo- 
cocci 11 


4 


4 


3 8 73 


Beta-hemo- 
lytic strep.  9 


5 


2 


2 7 78 


Staphylococcus 
(pen.  sens ) 13 

Staphylococcus 
(pen.  res) **  14 

Staphylococcus 
(methicillin 
resistant)**  4 


Klebsiella  9 

H.  influenza  7 

Nosocomial  1 

Un)inown 

Infection  2 


7 

1 7 

1 

3 

1 

1 


3 3 ;0  77 

3 3 11  79 


1 

2* 


1 


2 2 50 

4 5 56 

7 - 

- 1 

-2 


*One  author  suggested  the  use  of  cephalothin  when  renal  failure 
is  present  (1/3  of  such  patients  are  found  to  respond  to  treatment 
with  cephalothin) . 

**One  author  advises  the  use  of  two  drugs  with  proven  activity  against 
the  staphylococci  isolated  because  of  the  rapid  and  serious  nature  of 
the  infection,  especially  in  infants. 


References  #20-39. 

cephalothin-resistant  Klebsiella  have  been  re- 
ported.'' It  has  been  suggested  that  cephalo- 
thin-resistant strains  may  be  due  to  the  in- 
discriminate use  of  beta-lactamase-resistant 
antibiotics.'^ 

When  initiating  therapy  for  pneumonia 
with  cephalothin,  one  must  be  certain  that 
early  meningitis  is  not  present  as  cephalothin 
appears  to  be  an  inferior  antibiotic  in  treating 
this  entity.*^ 

Results  of  Clinical  Trials 

Table  1 summarizes  229  cases  of  pneumonia 
reported  from  clinical  trials  of  cephalothin 
carried  out  by  twelve  different  investigators 
between  1963  and  1966.  Seventy-four  percent 
of  the  patients  experienced  improvement  when 
treated  with  2-12  grams  of  cephalothin  a day. 
Seventy-eight  percent  of  the  patients  with 
gram-positive  infection  improved  while  only 
50  percent  of  the  patients  with  gram-negative 
infection  experienced  a favorable  outcome. 
Mixed  infections  responded  poorly  to  therapy 
with  only  23  percent  of  the  patients  showing 
improvement. 


Merrill  and  co-workers  reported  poor  over- 
all results  in  infections  with  Klebsiella-Aero- 
bacterf'  although  77  percent  of  the  13  cases  in 
Table  1 responded  well  or  showed  some  im- 
provem.ent.  Hoeprich  also  states  that  the  clini- 
cal results  in  patients  with  Klebsiella  pneu- 
monia are  not  good,  considering  the  fact  that 
Klebsiella  species  are  usually  sensitive  to 
cephalothin  in  vitro. ^ 

Most  of  the  patients  listed  in  Table  1 with 
negative  cultures  were  children,  from  whom 
it  is  difficult  to  obtain  a good  sputum  sam- 
ple.It  should  be  noted  that  the  results  in 
these  studies  are  not  corrected  for  underlying 
disease  which  may  affect  the  therapeutic  re- 
sult.''^ 

Table  2 is  a summary  of  the  opinions  in  17 
different  reports  (1966-1973)  concerning  the 
use  of  cephalothin  in  the  treatment  of  pneu- 
monia due  to  common  pathogens.  Seventy- 
five  percent  of  these  authorities  agreed  that 
cephalothin  has  a place  in  the  treatment  of 
pneumonia  due  to  gram-positive  organisms 
while  31  percent  advised  the  use  of  cephalo- 
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thin  only  in  selected  patients  infected  with 
gram-negative  pathogens.  Four  of  the  15  re- 
ports did  not  include  cephalothin  among  the 
antibiotics  to  be  used  in  gram-positive  infec- 
tions. 

Discussion 

The  most  common  pathogens  in  bacterial 
pneumonia  are  pneumococci,  Staphylococcus 
aureus,  Klebsiella,  H.  influenzae,  and  strepto- 
cocci. Hoeprich  reports  that  pneumococci  ac- 
count for  90  percent  of  the  isolates®  while 
Crofton  found  that  only  48  percent  of  patients 
with  pneumonia  were  infected  with  this  micro- 
organism.^® Apparently,  the  widespread  use 
of  antibiotics  has  lowered  the  incidence  of 
streptococcal  and  pneumococcal  pneumonia. 
In  contrast,  Krugman  states  that  staphylococ- 
cal pneumonia  is  the  most  common  cause  of 
bacterial  pneumonia  in  infancy.^^ 

It  should  be  re-emphasized  that  pneumonia 
is  most  often  viral  in  origin  and  antibiotic 
therapy  is  not  indicated  in  such  infections; 
however,  at  times  viral  pneumonia  is  clinically 
indistinguishable  from  bacterial  pneumonia, 
and  if  the  patient  is  seriously  ill,  it  may  be 
necessary  to  start  antibiotic  treatments 

When  selecting  an  antibiotic  in  undiagnosed 
pneumonia,  one  must  consider,  the  age  of  the 
patient.  Under  four  months  of  age,  S.  aureus 
is  the  most  common  causative  organism,  but 
pneumococci,  H.  influenzae,  E.  coli,  and  other 
gram-negative  organisms  are  also  common.^® 
Considering  the  ineffectiveness  of  cephalothin 
against  many  gram-negative  pathogens,  cepha- 
lothin alone  should  not  be  used  in  this  age 
group.  A combination  of  nafcillin  and  kana- 
mycin  (or  gentamicin)  would  be  the  treat- 
ment of  choice  in  those  infants. 

In  children  between  the  ages  of  four  months 
and  five  years  with  pneumonia,  the  most  com- 
mon isolates  are  H.  influenzae  and  pneumo- 
cocci. Here  again,  cephalothin  would  not  be 
the  preferred  agent  because  of  its  poor  activity 
in  vivo  against  H.  influenzae.  Ampicillin  would 
be  the  preferred  agent  since  it  exhibits  good 
activity  against  pneumococci  and  H.  influ- 
enzae. 


After  the  age  of  five  years,  most  individuals 
with  pneumonia  are  infected  with  pneumo- 
cocci, an  organism  universally  susceptible  to 
penicillin.  If  there  is  a history  of  allergy  to 
penicillin,  cephalothin  would  be  an  effective 
alternative  antibiotic. 

Pneumonia  due  to  Klebsiella  sp  usually  oc- 
curs in  the  alcoholic  or  debilitated  patient, 
and  in  patients  with  respiratory  flora  altered 
by  previous  antibiotics.  Again,  although  cepha- 
lothin shows  good  activity  against  Klebsiella 
in  vitro,  Hoeprich  reports  disappointing  clini- 
cal results  in  this  type  of  infection.®  However, 
it  should  be  noted  (Table  120-39 ^ 59  pgj.. 

cent  of  the  patients  with  Klebsiella  pneumonia 
responded  well  to  cephalothin  therapy,  and 
three  authors  (Table  220-39 ) advise  its  use  as 
a primary  drug  in  this  type  of  pneumonia.  It 
appears  that  further  study  is  necessary  in  this 
area.  Speciation  of  the  Klebsiella-Enterobac- 
ter  group  is  important  since  the  non-motile 
Klebsiella  sp  are  usually  sensitive  to  cephalo- 
thin while  the  motile  Enterobacter  sp  are 
more  often  resistant. 

Staphylococcal  pneumonia  should  be  sus- 
pected if  the  chest  x-ray  shows  cavitation  or 
empyema.  In  this  situation,  one  must  be  con- 
cerned about  penicillinase-producing  organ- 
isms; a penicillinase-resistant  penicillin  (nafcil- 
lin, methicillin,  oxacillin)  is  the  drug  of  choice. 
If  the  patient  is  allergic  to  penicillin,  the  best 
alternative  (Table  2)  is  cephalothin,  and  in 
the  cases  reported  in  Table  1,  70  percent  of 
those  with  staphylococcal  pneumonia  re- 
sponded to  this  antibiotic.  However,  if  the 
organism  is  a methicillin-resistant  staphylo- 
coccus, it  may  be  cephalothin-resistant  as 
well.'^  Some  authorities  continue  to  use  cepha- 
lothin in  the  treatment  of  infections  due  to 
methicillin-resistant  staphylococci.^®  Fortun- 
ately, methicillin-resistant  staphylococci  have 
not  posed  a serious  problem  in  most  parts  of 
this  country. 

Dosage 

In  very  young  infants,  25-50  mg/kg/day  of 
cephalothin  given  in  two  to  three  doses  is  ade- 
quate for  pneumococcal  pneumonia.  In  older 
infants  and  children,  75-100  mg/kg/day  should 
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be  used  with  dosing  every  four  to  six  hours.^’ 
In  adults,  2 g/day  in  divided  doses  every  four 
to  six  hours  are  sufficient  for  most  pneumo- 
coccal or  streptococcal  pneumonias.  If  the 
infection  is  more  serious,  4-6  g per  day  may 
be  necessary,  and  in  severe  infections  or  staph- 
ylococcal pneumonia,  10-12  g per  day  should 
be  used.^* 

The  minimal  treatment  period  for  pneumo- 
coccal or  streptococcal  pneumonia  should  be 
seven  to  ten  days.  Staphylococcal  pneumonia 
should  be  treated  for  at  least  a week  after  de- 
fervescence of  the  fever,  and  if  a lung  abscess 
is  present,  four  to  six  weeks  of  treatment  is 
usually  necessary.^ 

Conclusion 

Cephalothin  is  effective  in  vitro  and  in  vivo 
against  gram-positive  organisms  (especially 
pneumococci  and  streptococci);  however,  peni- 
cillin remains  the  drug  of  choice  for  most  pneu- 
monias caused  by  gram-positive  organisms. 
Cephalothin  may  be  indicated  in  selected  pa- 
tients with  pneumonia  due  to  gram-negative 
pathogens,  but  in  vitro  susceptibility  tests  are 
mandatory. 

Cephalothin  may  be  used  in  patients  sus- 
pected of  having  staphylococcal  pneumonia, 
and  in  this  setting  it  is  probably  as  effective  as 
the  semisynthetic  penicillins.’-'  Many  authori- 
ties utilize  cephalothin  as  the  drug  of  choice 
in  the  treatment  of  pneumonia  in  penicillin- 
allergic  patients. 
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The  recent  history  of  technology  has  consisted  largely  of  a desperate  effort  to  remedy 
situations  caused  by  previous  over-application  of  technology. 

Paul  Goodman 

“Can  Technology  Be  Humane?” 
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THE  VALUE  OF  THERMOGRAPHY  IN  MASS  BREAST  CANCER  SCREENING 

Leonard  Rosenbaum,  M.D. 


The  role  that  thermography  will  ultimately 
assume  in  the  detection  of  early  breast  cancer 
is  still  unclear.  Although  statistics,  primarily 
from  National  Cancer  Institute- American  Can- 
cer Society  Breast  Cancer  Demonstration  Pro- 
jects, are  being  reported  at  a rapid  rate,  there 
are  many  problems  in  interpretation  of  the 
data.  Quality  control  is  quite  variable,  and 
the  degree  of  expertise  in  interpretation  of 
thermograms  varies  widely.  Objective  criteria 
for  evaluation  of  breast  thermograms  have  only 
recently  been  developed,  and  instrumentation 
is  in  a state  of  flux.  Time  is  needed  to  follow 
the  “false  positives”  to  see  how  many  will  de- 
velop breast  cancer. 

Some  conclusions,  however,  can  be  drawn 
from  the  early  results.  Of  the  482  proven 
breast  cancers  from  the  Breast  Screening  Pro- 
jects in  the  computer  as  of  June  30,  1975,  only 
43.8%  had  a positive  thermogram  compared  to 
20.8%  of  all  patients  screened.  Five  of  the  27 
participating  institutions  selected  for  their  ex- 
pertise in  thermography  had  a true  positive 
rate  of  76.4%.  From  this  it  is  obvious  that  ther- 
mography alone  is  inadequate  as  a screening 
device. 

The  physical  examination  alone  was  positive 
in  57.7%  of  the  patients,  and  mammography 
alone  was  positive  in  92.3%  of  the  patients. 
When  thermography  and  the  physical  examin- 
ation, however,  are  combined,  72%  of  the  can- 
cers were  detected.  Physical  examination  plus 
thermography  was  positive  in  81%  of  the  can- 
cer patients  in  the  five  expert  institutions. 

Dr.  Rosenbaum  is  Chief  Radiclog:ist  for  the  Breast  Screening 
Project  at  the  Wilmington  Medical  Center. 


With  these  grim  statistics,  what  are  the 
arguments  for  the  use  of  thermography? 

Since  it  is  physically  impossible  with  the 
current  manpower  and  equipment  to  radio- 
graph every  woman  at  risk,  thermography 
could  identify  a high  risk  group  to  be  radio- 
graphed. Although  thermography  is  not  ideal, 
it  is  relatively  inexpensive,  harmless,  and  is 
better  than  nothing. 

If  the  number  of  thermograms  called  posi- 
tive were  increased  from  about  20%  to  50% 
and  if  this  included  almost  100%  of  the  can- 
cers, then  thermography  would  be  of  value. 
From  our  experience,  particularly  with  occult 
lesions,  I do  not  believe  this  is  possible. 

Thermography  complements  mammography 
when  interpreted  together.  Mammograms  on 
patients  with  positive  thermograms  are  scru- 
tinized more  carefully,  and  therefore  addi- 
tional cancers  can  be  detected.  Thermography 
might  influence  biopsy  recommendations  on 
mammographically  and  physically  equivocal 
lesions. 

Thermography  could  determine  the  opti- 
mum interval  for  periodic  mammography.  Re- 
ports of  a low  rate  of  breast  cancer  in  patients 
with  two  successive  negative  yearly  thermo- 
grams seem  promising. 

There  is  no  question  that  thermography  has 
value  in  identifying  high  breast  cancer  risk  and 
low  breast  cancer  risk  groups  and  as  an  aid 
in  interpreting  mammograms.  Whether  or  not 
the  value  is  worth  the  expense  remains  to  be 
seen.  I personally  feel  thermography  will  not 
stand  the  test  of  time. 


*An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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PATIENT  EDUCATION:  A NEW 
RESOURCE  FOR  FAMILY  PRACTICE 


Keith  W.  Sehnert,  M.D. 


Introduction 

When  I was  in  medical  school  and  consoli- 
dating my  plans  to  go  into  family  practice  (I 
should  say  general  practice  because  when  I 
graduated  in  the  early  ’50’s  we  had  not  yet 
evolved  into  the  concept  we  have  now),  I asked 
one  of  my  favorite  professors  at  Western  Re- 
serve which  kind  of  “bedside  manner”  was 
best  for  me. 

I had  carefully  observed  during  my  clinical 
years  the  various  doctor-patient  management 
styles  used  by  physicians  on  the  staff  of  the 
Cleveland  hospitals.  The  variations  included 
those  I labelled  “The  Authoritarian”  (popular 
with  surgeons  and  based  on  the  Germanic 
model  of  the  Herr  Professor)  and  “The 
Smoothie”  (practiced  often  by  gynecologists 
who  frequently  wore  boutonnieres  in  their  la- 
pels and  were  impeccably  groomed  in  the 
latest  Brooks  Brothers  suits.  One,  I remem- 
ber, invariably  addressed  a patient  as  “Dearie” 
and  usually  gave  orders  with  his  arm  around 
her.)  Others  I labeUed  “The  Pal,”  “The 
Father  Confessor,”  “The  Good  Fellow,”  and 
so  on. 

The  prof,  asked  what  method  was  best  to 
learn,  said,  “None.  Be  yourself  and  patients 
that  like  you  will  come  to  you.  But,  if  you 
do  want  some  advice  on  bedside  manners  — 
and  by  that  you  mean  good  compliance  with 
your  orders  and  instructions  — be  a good 

Dr.  Sehnert  is  Director  of  the  Center  for  Continuing  Health 
Education  School  for  Summer  and  Continuing  Education,  George- 
town University,  Box  7268,  Arlington,  Va.  22207. 


This  paper  was  adapted  from  a presentation  to  the  Delaware 
Academy  of  Family  Physicians,  Wilmington,  Delaware. 


teacher.  Most  patients  will  appreciate  it  and 
call  you  a good  doctor!” 

That  advice,  given  to  me  25  years  ago, 
eventually  led  me  into  developing  a series  of 
patient  education  programs  I call  “The  Course 
for  Activated  Patients.”  These  are  helpful 
in  my  medical  practice  and  can  be  helpful  to 
other  physicians  in  primary  care,  especially 
family  practitioners. 

The  concept,  properly  used,  serves  as  a valu- 
able clinical  resource.  The  purpose  of  this 
paper  is  to  share  some  of  my  experiences,  sug- 
gest ways  that  may  help  alleviate  some  short- 
ages in  primary  care  medical  services,  and 
predict  some  of  the  potential  that  patient  edu- 
cation has  for  the  future. 

Improved  Primary  Care  Training  Helps 
Patient  Education  Methods 

Most  observers  of  today’s  medical  scene 
agree  that  despite  gallant  efforts  in  training 
programs  for  family  practice,  the  shortages  and 
annual  attrition  are  such  that  it  will  take  a 
decade  just  to  catch  up. 

See  editorial  comments  on 
pages  612  and  613 

State  legislators,  initially  in  midwestern 
states,  said  to  the  medical  school  deans,  “Train 
more  family  doctors  or  else!”  The  deans  and 
faculty  there  and  elsewhere  rolled  up  their 
sleeves  and  started  turning  out  larger  num- 
bers and  better  trained  family  doctors  than 
ever  before.  As  they  did  it,  they  learned  some 
things  that  had  a direct  bearing  on  patient 
education. 
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First,  what  are  the  actual  training  needs  of 
family  practice?  Although  physicians  had  for 
many  years  been  trained  as  family  doctors, 
some  researchers  such  as  Maurice  Wood^  of 
the  Medical  College  of  Virginia  and  Jack 
Froom^  of  Rochester  University  said  if  we  are 
to  set  up  proper  training  programs  for  to- 
morrow, we  must  analyze  today’s  practice 
trends  and  records.  They  then  set  up  careful 
studies  to  provide  the  data  needed. 

The  information  they  obtained  accurately 
portrayed  the  frequency  of  illnesses  and  in- 
juries in  family  practice  settings.  Training 
programs  could  then  ensure  that  new  doctors 
and  their  para-medical  staffs  were  ready  to 
handle  the  things  they  would  actually  encoun- 
ter with  frequency. 

This  may  seem  like  an  unnecessary  step, 
but  the  realities  of  medical  education  have 
long  been  that  most  students  leave  medical 
school  and  teaching  hospitals  having  spent 
80%  of  their  time  on  medical  skills  that  they 
will  find  useful  only  20%  of  the  time  when 


they  go  into  practice.  (Figure  1)  This  situ- 
ation is  being  corrected  by  many  residency 
programs  in  family  practice  with  knowledge 
gained  from  the  type  of  practice  analysis  de- 
scribed above. 

The  second  thing  the  faculties  learned  came 
from  the  training  of  paramedics  who  were  to 
work  in  the  field  of  primary  care.  In  order 
to  train  physician  assistants  and  nurse  prac- 
titioners, it  was  necessary  to  establish  clinical 
protocols.  This  required  detailed  study  of  the 
logic  involved  in  clinical  decision-making  by 
physicians  and  their  staff.  The  triage  proto- 
cols that  asked  questions  such  as  “Should  this 
condition  be  considered  as  an  emergency,  or 
can  it  safely  be  seen  by  a physician  tomorrow?’ 
and  “Is  this  the  normal  course  of  a self-limit- 
ing URI?”  were  included  in  the  training  man- 
uals. Pioneering  work  by  Komaroff  et  aT^  at 
Beth  Israel  Hospital  in  Boston  and  Vickery* 
at  Ft.  Belvoir  Army  Hospital  in  Virginia  led 
to  the  development  of  clinical  algorithms. 

It  was  a logical  next  step  to  convert  such 
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training  procedures  for  paramedic  profes- 
sionals to  training  procedures  for  patients, 
which  I did  in  my  book,  How  To  Be  Your  Own 
Doctor . . . Sometimes  (Grosset  & Dunlap,  New 
York,  in  press). 

Medical  Economics  of  Patient  Education 

During  1974,  two  significant  things  hap- 
pened that  will  have  a major  impact  on  speed- 
ing the  development  of  patient  education  as  a 
new  clinical  resource  in  family  practice  and 
primary  care. 

The  first  was  the  decision  of  the  American 
Group  Practice  Association  (AGFA)*  to  col- 
laborate with  Core  Communications  in 
Health**  in  the  development  of  a series  of  au- 
dio-visual packages  for  patient  education  un- 
der the  able  direction  of  Rosiland  Hawley  of 
Core  Communications  and  Past  President  W. 
Grayburn  Davis,  M.D.  of  AGFA.  Prototype 
patient  education  units  were  established  at  St. 
Louis  Park  Medical  Center  in  Minneapolis; 
Lovelace-Bataan  Clinic,  Albuquerque;  Palo 
Alto  Clinic;  Denver  Clinic;  Trover  Clinic, 
Madisonville,  Kentucky;  and  Medical  City, 
Dallas.  These  will  be  used  to  set  the  stage  for 
more  units  at  other  group  practice  sites  around 
the  United  States  and  to  encourage  the  de- 
velopment of  Departments  of  Patient  Educa- 
tion in  clinics  affiliated  with  AGFA.  These  de- 
partments are  designed  to  be  profit  centers  like 
laboratories,  x-ray  and  physical  therapy  de- 
partments, with  fees  charged  to  patients  for 
services  rendered. 

The  second  important  event  was  the  de- 
cision of  Montana  Blue  Cross  to  allow  patient 
education  as  a billable  inpatient  service.  I 
predict  that  other  Blues  will  soon  follow  suit. 

Ed  Alexander,'*  director  of  family  practice 
training  in  Riverside  Hospital  in  Newport 
News,  Virginia,  told  me  that  in  America  there 
are  two  things  that  make  change  possible: 
“Dollars  and  coercion.”  It  can  also  be  said 
that  when  Third  Parties  pay  for  a service,  the 
service  soon  becomes  available  in  hospitals. 
Thus,  with  AGFA  opening  doors  in  the  out- 
patient sector,  and  the  Blues  in  the  inpatient, 

*P.().  Box  949,  Alexandria,  Va.  22312 

•^*919  Third  Avenue,  New  York,  N.Y.  10022 


patient  education  will  soon  become  more  com- 
mon. And  experts  such  as  Anne  Somers, 
Ph.D.,  of  New  Jersey-Rutgers  Medical  School, 
say,  “It’s  about  time!”  Says  Dr.  Somers,  “Con- 
sumer health  education  is  an  idea  whose  time 
has  come!  . . . The  recent  revival  of  interest  is 
no  accident.  It  is  a highly  appropriate  re- 
sponse to  recent  developments  in  both  the 
supply  and  demand  for  health  care, 

“There  can  be  little  doubt  that  a few  mil- 
lion dollars  spent  to  teach  the  consumer-pa- 
tient to  develop  a lifestyle  conducive  to  good 
health  and,  when  ill  or  disabled,  to  understand 
and  cope  more  effectively  with  his  own  health 
problems,  could  turn  out  to  be  more  cost-ef- 
fective than  billions  spent  on  the  development 
of  exotic  new  medical  technology  and  expen- 
sive inpatient  programs.”® 

For  the  past  three  decades  the  vast  majority 
of  our  health  dollars  have  been  spent  on  treat- 
ment and  diagnosis  with  perhaps  A%  on  pre- 
vention.'^ Despite  the  fact  that  we  were  taught 
in  school  that  all  medical  care  should  be  based 
on  the  triad  of  Diagnosis,  Prevention,  Treat- 
ment, the  emphasis  has  been  on  the  diagnosis 
and  treatment.  Prevention  (and  education) 
have  been  riding  in  the  back  of  the  bus. 

What  does  this  mean  for  most  doctors?  It 
means  that  if  they  are  not  currently  using 
patient  education  as  a regular  clinical  tool, 
they  are  omitting  a key  part  of  medical  care. 
What’s  more,  it  is  a part  of  care  that  more  and 
more  patients  are  expecting  and,  in  fact,  de- 
manding. 

In  a recent  radio  interview  after  his  resig- 
nation as  head  football  coach  at  Notre  Dame, 
Ara  Parseghian  said,  “Times  are  different  to- 
day. When  I started  coaching  25  years  ago, 
I simply  told  the  players  to  do  that  play,  or 
run  that  way.  No  questions  asked.  Now  they 
want  to  know  ‘Why?’  and  I have  to  tell  them. 
But,  I think  it  pays  off  in  many  ways.  Better 
compliance.  Better  teamwork  and  so  on.  It 
pays  off.” 

There’s  a message  there  for  doctors:  patient 
education  will  also  pay  off,  I have  found.  Here 
are  four  examples  of  what  I mean. 
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Phone  Calls  By  giving  more  explicit  verbal 
directions  supplemented  by  printed  directions 
for  more  complex  instructions  or  brochures 
and  pamphlets  where  applicable,  labelling  pre- 
scriptions more  completely  (including  listing 
the  drug  name),  instructing  patients  with 
questions  to  talk  them  over  with  my  nursing 
staff  and  conducting  formal  classes  for  new 
patients,  I was  able  to  decrease  my  phone  calls 
to  less  than  half  the  calls  my  colleagues  get. 
WhenI  hear  a doctor  friend  bemoan  the  fact  he 
had  50  phone  calls  in  one  day,  I tell  him, 
“You’re  a damn  poor  educator  if  that  happens 
very  often!” 

Malpractice  Suits  When  you  use  education 
as  a regular  clinical  tool  and  tell  your  patients 
what  you’re  doing  and  why,  and  follow  it  up 
with  a chance  to  have  them  ask  questions  to 
which  you  give  honest,  direct  answers,  the 
chances  for  malpractice  actions  (and  ever  in- 
creasing premium  fees)  are  substantially  les- 
sened. 

Doctor-Patient  Relationships  Properly  used, 
patient  education  enhances  the  traditional 
good  doctor-patient  relationship  that  has  fre- 
quently been  badly  eroded  in  recent  years.  The 
goal  I have  used  in  education  programs  is  what 
I call  “Health  Partnership.”  By  teaching  pa- 
tients what  they  can  expect  from  medical  care 
in  the  real  world,  rather  than  the  idealized 
world  of  TV’s  Marcus  Welby,  and  emphasizing 
that  it  is  after  all  the  patient’s  body  involved 
and  that  good  health  measures  are  the  pa- 
tient’s responsibility  in  addition  to  the  doc- 
tor’s responsibility,  I have  found  vastly  im- 
proved relationships  resulting. 

Professional  Satisfaction  If  patient  educa- 
tion is  used  as  a regular  resource  for  medical 
care,  it  results  in  a better  quality  of  services. 
This,  in  turn,  gives  a boost  to  the  feeling  of 
professional  satisfaction  that  is  important  to 
all  doctors.  One  of  the  big  problems  that  face 
family  practice  is  loss  of  satisfaction  in  han- 
dling the  every  day  “garden  variety”  illnesses 
and  injuries  that  are  seen.  Some  of  my  doctor 
friends  say,  “No  challenge  remains.”  That  I 
counter  by  saying,  “Every  visit  to  your  office 
has  a great  potential  for  prevention.”  This 
involves  the  highest  intellectual  challenge  pos- 


sible: motivation  methods,  patient  behavior 
modification,  compliance  techniques  for  orders, 
improved  communication  skills,  and  so  on.  If 
the  family  doctor  can  focus  on  prevention 
methods  rather  than  intervention  and  becomes 
an  expert  educator,  he  will  have  the  same 
satisfaction  that  an  ophthalmologist  has  in  his 
challenging  eye  surgery,  or  the  orthopedic  sur- 
geon has  in  doing  his  good  job  on  an  athlete’s 
knee. 

The  Course  for  Activated  Patients 

With  this  background  established,  I would 
like  to  share  with  you  some  of  the  experiences 
I have  had  since  my  first  “Course  for  Ac- 
tivated Patients”  was  established  in  1970.  I 
was  then  affiliated  with  a small  group  prac- 
tice, the  Reston-Herndon  Medical  Center  in 
Herndon,  a semi-rural  town  west  of  Washing- 
ton, D.C.  in  northern  Virginia. 

The  groundwork  for  the  course  had  been 
set  by  John  Renner,  M.D.,  before  he  left  to 
join  the  Department  of  Family  Practice  at  the 
University  of  Wisconsin  in  Madison.  I de- 
veloped a series  of  16  two-hour  sessions  for 
the  40  housewives,  grandmothers,  and  a sprink- 
ling of  husbands  and  other  interested  men  who 
enrolled.  All  wanted  to  know  more  about 
good  health  practices;  the  way  to  handle  com- 
mon emergencies,  illnesses,  and  injuries;  the 
economics  of  medical  care,  prescription  and 
O.T.C.  drugs;  childhood  growth  and  develop- 
ment; and  a variety  of  self-help  and  preven- 
tive skills.  These  early  experiences  have  been 
described.® 

Since  then  I have  given  courses  at  the  Res- 
ton-Georgetown  Medical  Center,  the  Fellow- 
ship Square  House  in  Reston,  Virginia,  and 
the  Northeast-Georgetown  Medical  Center.  , 
The  curriculum  has  been  continually  improved 
and  revised.  It  now  includes  the  following 
sessions:  “A  Black  Bag  of  Your  Own,”  “A 
Moon  Kit  in  Your  Medicine  Chest,”  “Yoga, 
the  Far  Out  is  Not  So  Far  Out,”  “Body  Talk: 
How  to  Understand  the  ‘Language’  of  Symp- 
toms,” “Everyman  His  Own  Doctor:  How  Pre- 
ventive Medicine  and  Your  Lifestyle  Affect  ! 
You  and  Your  Family,”  “The  Dangers  of  Eat- 
ing American  Style,”  “A  New  Look  at  Mental 
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Health:  Here’s  Hoping  You’re  Coping,”  “The 
Medical  Passport:  How  to  Keep  Your  Own 
Health  Record,”  “You  and  the  System:  Get- 
ting Better  Health  Care,”  “How  to  Find  Your 
Own  Marcus  Welby,”  “An  Approach  to  Rat- 
ing a Doctor,”  “How  to  Communicate  with 
Your  Doctor:  Learning  to  Speak  the  Lan- 
guage,” “The  Check-Up:  Measuring  Your 
Health,”  “Consumerism,  Naderism,  and  Ac- 
tivism: How  It  Can  Help  You  Save  Time  and 
Money,”  “There’s  More  to  First  Aid  Than 
Being  First,”  plus  one  or  two  special  ses- 
sions on  hypertension,  alcoholism,  growth 
and  development,  and  common  childhood  dis- 
eases. 

We  named  our  patient  education  classes  af- 
ter a concept  originally  described  by  Vernon 
E.  Wilson  the  “activated  patient”  is  one 
whose  clinical  skills  and  understanding  of  his 
health  are  such  that  he  becomes  an  active 
participant  in  his  own  health  care  in  contrast 
to  the  passive  role  traditionally  assigned  him. 

Our  courses  have  had  four  goals:  to  teach 
patients  how  to  use  health  care  resources  more 
effectively;  to  give  them  a better  understand- 
ing of  self-help  and  preventive  medicine  and 
emphasize  the  importance  of  individual  re- 
sponsibility; to  train  them  to  do  certain  easy 
procedures  and  make  better  observations  of 
clinical  events  in  common  illnesses  and  in- 
juries; and  to  help  them  save  money  when 
purchasing  drugs,  buying  insurance,  and  ob- 
taining medical  care. 

The  courses  have  been  hailed  as  successful, 
and  similar  efforts,  patterned  after  the  George- 
town series,  have  now  been  established  in 
Wyoming,  Idaho,  Utah,  Maine,  Virginia,  North 
Carolina,  Minnesota,  New  York,  and  other 
states. 

A modification  of  the  course,  called  the 
“Share-Care,  Course  for  Good  Health,”  is  now 
being  developed  for  use  at  the  sixth-grade 
level  and  eventually  for  junior  and  senior  high 
students.  The  theme  in  these  classes  is  pre- 
vention and  individual  responsibility  regarding 
health. 

Our  experiences  at  Georgetown  are  being 
borne  out  at  other  sites.  Evaluations  show 


results  that  include  increased  confidence  and 
ability  of  patients  to  handle  the  common  ill- 
nesses, injuries,  and  emergencies  and  a paral- 
lel lessening  of  the  usual  anxieties  associated 
with  them;  some  changes  in  behavior  of  pa- 
tients regarding  improved  eating  habits,  more 
regular  exercise,  and  efforts  to  prevent  illness; 
savings  in  drug  costs  and  some  types  of  medi- 
cal expenses. 

A series  of  seminars  and  workshops  spon- 
sored by  the  new  Center  for  Continuing  Health 
Education  at  Georgetown  University*  have 
been  established  to  show  other  professionals 
the  methods  and  materials  we  have  developed. 
The  doctors,  nurses,  and  health  educators  who 
attended  the  workshops  and  others  are  now 
establishing  similar  patient-oriented  educa- 
tional programs. 

The  Future 

In  the  Sixties,  Bob  Dylan  wrote  the  words 
and  music  for  the  song,  “Blowin’  in  the  Wind.” 
One  verse  went: 

“How  many  times  must  a man  look  up. 

Before  he  can  see  the  sky? 

Yes,  ‘n’  how  many  ears  must  one  man  have. 
Before  he  can  hear  people  cry? 

Yes,  ‘n’  how  many  deaths  will  it  take  till  he 

knows 

That  too  many  people  have  died? 

The  answer,  my  friend,  is  blowin’  in  the  wind, 
The  answer  is  blowin’  in  the  wind.”** 

Dylan’s  song  quickly  became  an  all-time  hit 
and  has  now  become  a classic  in  American 
folk  songs.  Although  originally  written  as  a 
protest  against  the  war  in  Southeast  Asia,  like 
many  classics  it  spoke  a greater  message.  It 
spoke  of  change.  The  changes  he  predicted 
were  “blowin’  in  the  wind.” 

The  changes  I see  blowin’  for  family  doctors 
will  be  a greatly  enhanced  skill  in  patient  edu- 
cation. Such  skills  will  soon  be  taught  to  resi- 
dents in  family  practice.  I am  recommending 
to  directors  of  training  programs  that  when  the 
F.P.  resident  leaves  tomorrow’s  training  pro- 
gram, he  should  have  in  his  “black  bag”  a 
variety  of  educational  tools,  experiences,  and 
skills  that  make  him  a specialist  in  the  skills 

*Box  7268,  Arlington,  Va.  22207 
**Copyright  MCMLXII,  M.  Witmark  & Sons 
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FIGURE  2 

“THE  WHEEL  OF  HEALTH” 


(A  guide  for  Self-Help  and  Preventive  Medicine) 

by 

Keith  W.  Sehnert,  M.D.,  Director,  Center  for  Continuing  Health  Education 
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of  patient  education  and  enhance  his  role  as  a 
specialist  in  preventive  medicine. 

Another  change  I see  will  be  the  common 
use  of  clinical  algorithm  books  that  many  pa- 
tients will  use  when  instructed  by  their  doctor. 
These  books  will  establish  the  observations  pa- 
tients should  make  before  they  call  the  doctor 
to  come  in  for  a visit.  Such  books  will  increase 
the  number  of  appropriate  medical  visits  and 
decrease  inappropriate  and  trivial  visits  that 
plague  many  family  practice  clinics  and  offices. 
As  the  doctor  and  his  staff  teach  patients  how 
to  use  these  books,  there  will  be  an  increased 
interest  in  conducting  classes  similiar  to  our 
“Course  for  Activated  Patients.”  Doctors  will 
rediscover  that  the  French  word  “docteur” 
means  teacher. 

A further  change  that  will  happen  as  patient 
education  becomes  a commonly  used  resource 
for  family  practice  (and  for  the  other  medical 
specialties)  is  that  there  will  be  a gradual  shift 
in  the  perception  of  health.  This  perception 
of  health  and  responsibility  is  emphasized  in 
the  “Wheel  of  Health.”  (Figure  2)  All  health 
problems  can  be  categorized  as  shown  in  the 
Wheel  with  the  major  responsibility  noted  in 
the  triangle  as  individual,  professional,  and 
societal. 

By  far  the  greatest  emphasis  over  the  last 
30  years  has  been  intervention  at  the  profes- 
sional level.  Little  time  or  financial  support 
has  been  devoted  to  the  individual  sector. 

In  describing  things  in  today’s  world  Walter 
Strode  of  Honolulu  said,  “Changes  leading  to 
improvement  in  health  can  be  seen  as  occur- 
ring basically  at  two  levels:  health  care  system 
reform  and  conceptual  shift.  The  problems 
inherent  in  the  system  are  so  enormous  that 
practically  all  of  us  become  entangled  at  the 
former  level,  caught  up  in  the  demands  and 
counter-demands  of  different  groups  of  society, 
with  the  result  that  new  realities  which  indi- 
cate the  need  for  conceptual  change  are  not 
understood.  For  example,  even  though  a na- 
tional health  insurance  or  service  in  the  United 
States  seems  absolutely  necessary  in  order  to 
deal  with  distribution  and  cost  problems,  the 
adoption  of  an  effective  plan  of  this  kind  will 


lock  this  country  into  a ‘medical  care’  (health 
care  system)  approach  to  health  during  the 
foreseeable  future.  This  may  well  delay  the 
conceptual  changes  that  are  necessary  for  ua 
if  we  are  to  move  toward  better  health.  We 
must  therefore  develop  the  ability  to  create 
immediate  and  effective  changes  in  the  system 
that  will  facilitate  the  basic  shifts  we  need  and 
not  interfere  with  them.^^ 

Meanwhile,  as  these  changes  are  blowin’  in 
the  wind,  there  is  an  increasing  variety  of 
good  patient  education  materials  to  help  you 
get  ready.  Recently  the  American  Academy 
of  Family  Physicians  put  out  a “Compendium 
of  Patient  Education  Materials”  (AAFP  Re- 
print #B-3500).  Metropolitan  Life  Insurance 
Company  has  a similar  compendium,  “Patient 
Education.”  My  book.  How  to  Be  Your  Own 
Doctor  . . . Sometimes,  has  a section  in  the 
glossary  called  “A  1001  Freebies”  that  lists 
educational  materials  available  to  the  medical 
profession  and  the  general  public  at  no  charge. 
Some  publishing  companies,  notably  the 
Robert  J.  Brady  Co.  (subsidiary  of  Prentice- 
Hall  Co.,  Bowie,  Maryland  20715)  are  produc- 
ing a substantial  number  of  good  patient  edu- 
cation materials. 

Further  specific  information  may  also  be  ob- 
tained by  writing  William  Carlyon  of  the 
American  Medical  Association’s  Department 
of  Health  Education,  or  Elizabeth  Lee,  R.N., 
Department  of  Patient  Education,  American 
Hospital  Association. 

Conclusion 

The  family  doctor  is  in  an  ideal  situation  to 
act  as  an  educator  and  teacher.  His  skills  of 
self-help  and  preventive  medicine  should  be 
more  highly  developed  than  any  other  spe- 
cialist. Patient  education  is  a resource  that 
if  properly  used  will  save  the  doctor  from  many 
time-wasting  phone  calls,  prevent  possible  mal- 
practice suits,  enhance  doctor-patient  relation- 
ships, and  give  greater  professional  satisfac- 
tion. 

Good  patient  education  will  involve  more 
than  “Do’s”  and  “Don’t’s”  and  pamphlets.  It 
will  require  classes  similiar  to  the  Course  for 
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Activated  Patients  and  other  patient-oriented 
educational  efforts.  It  will  eventually  require 
a change  in  traditional  medical  care  methods. 

As  we  move  into  the  Bicentennial  Year  for 
the  United  States,  it  is  worthwhile  for  us  to 
reflect  on  the  words  of  Thomas  Jefferson.  Al- 
though he  meant  it  in  a political  sense,  it  is 
appropriate  in  the  perception  of  the  Health 
Partnership  that  can  come  from  patient  edu- 
cation: “The  secret  strength  of  America  will 
be  its  informed  citizenry.” 
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IMPORTANT  INFORMATION:  This  is  a Sched- 
uie  V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  alter  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  for  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 
Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 
Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2to  12years  old.  Forages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  Vz  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 
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A HISTORY  OF  CANCER 
CONTROL  IN  DELAWARE 

Robert  W.  Frelick,  M.D. 


Cancer  control  in  Delaware  was  probably 
born  in  1935  when  the  Carpenter  Clinic  was 
established  by  R.  R.  M.  Carpenter  at  the 
Homeopathic  Hospital  (later  the  Memorial) 
in  memory  of  his  parents,  Walter  S.  and  Belle 
M.  Carpenter.  It  housed  the  first  radiother- 
apy unit  in  Delaware,  and  from  this  early  clinic 
the  entire  Delaware  Tumor  Control  Program 
has  grown. 

Shortly  after  World  War  I,  Dr.  James  G. 
Spackman  came  to  Wilmington,  bringing  tre- 
mendous surgical  skills  and  enthusiasm.  He 
was  full-time  geographical  chief  of  surgery  at 
the  Homeopathic  Hospital  and  probably  a ma- 
jor force  in  attracting  the  Carpenter  family’s 
generosity. 

The  first  Director  of  the  Carpenter  Clinic 
was  Dr.  John  Hynes,  a man  of  unusual  capa- 
bilities, trained  in  radiotherapy  and  in  cancer 
surgery  at  Memorial  Hospital  in  New  York 
City.  Early  in  his  career,  he  treated  Hodg- 
kin’s disease  as  a systemic  entity  by  radiating 
all  the  major  node  areas.  Unfortunately,  this 
therapy,  with  its  excellent  results,  was  ignored 
by  oncologists,  and  it  took  Dr.  Henry  S.  Kap- 
lan, from  a major  institution,  Stanford,  to 
popularize  this  concept  many  years  later.  Dr. 
Hynes  also  had  outstanding  results  in  his  treat- 
ment of  cancer  of  the  cervix  by  radiation. 
Later,  with  Dr.  Robert  Mino  and  Dr.  Harold 
Rafal,  he  pioneered  in  using  pelvic  exentera- 
tion for  recurrent  carcinoma  of  the  cervix. 

From  1945-1950  the  house  staff  at  the  Me- 
morial Hospital  worked  closely,  clinically,  with 
Dr.  Hynes.  This  experience  influenced  the  de- 
velopment of  the  cancer  program  by  demon- 
strating the  value  of  a comprehensive,  multi- 
disciplinary approach  to  tumor  care.  In  the 
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early  1950’s,  there  was  an  increasing  interest 
in  developing  a tumor  program  at  the  Dela- 
ware Hospital  and,  in  the  early  1960’s,  at  the 
Wilmington  General. 

Dr.  Robert  Frelick  became  part-time  Direc- 
tor of  the  Carpenter  Memorial  Clinic  (CMC) 
upon  Dr.  Hynes’  resignation  in  1950  until 
1952,  when  Dr.  Emerson  Gledhill,  a surgeon, 
came  to  Wilmington  from  the  Public  Health 
Service  to  be  its  full-time  Director.  Radio- 
therapy was  also  under  his  supervision  at  this 
time.  At  the  Delaware  Hospital,  radiotherapy 
was  the  responsibility  of  the  radio-diagnosti- 
cians, and  Dr.  Hynes  continued  to  give  radio- 
therapy to  his  own  patients.  In  the  early 
1960’s,  a cobalt  unit  was  opened  at  the  Wil- 
mington General,  but  there  was  no  full-time 
radiotherapist  in  the  State  of  Delaware.  Dr. 
John  Alden  from  the  Delaware  Hospital,  Dr. 
Gledhill  from  Memorial,  and  Drs.  S.  Thomas 
Miller  and  Olin  S.  Allen,  II,  from  Wilmington 
General  conceived  a joint  community  radio- 
therapy program  in  the  early  1960’s. 

In  1966,  before  merger  of  the  Wilmington 
General,  the  Memorial,  and  the  Delaware  Hos- 
pitals into  the  Wilmington  Medical  Center, 
(WMC),  a joint  committee  of  the  three  hos- 
pitals recruited  a full-time  radiotherapist.  Dr. 
Carlo  Cuccia.  This  consolidated  Radiother- 
apy Department  outgrew  its  facilities,  and 
within  a few  years  a major  addition  was  con- 
structed at  Wilmington  General  to  include  a 
second  and  more  modern  cobalt  unit.  A Linear 
Accelerator  is  now  installed  there,  and  the 
Radiotherapy  Department  has  three  full-time 
radiotherapists,  who  treat  120  to  130  patients 
per  day.  There  is  also  an  approved  residency 
program  and  a radiation  physics  section  in 
the  Radiation  Therapy  Department. 

Robin  Hall,  often  called  “The  Cuccia  Hil- 


OCTOBER,  1975 


599 


Delaware  Medical  Journal 

ton,”  has  made  the  radiotherapy  program  at- 
tractive for  out-of-town  patients.  It  is  a con- 
verted nurses’  dormitory,  which  hostels  up  to 
30  patients  and  their  families. 

The  Carpenter  Clinic,  which  initially  had 
been  chiefly  a radiotherapy  facility,  became 
more  and  more  involved  with  chemotherapy 
in  treating  advanced  cancer  patients.  In  1973, 
Carpenter  Clinic  moved  from  Memorial  Divi- 
sion to  the  General  Division.  An  inpatient  pro- 
gram with  15  beds  dedicated  to  cancer  patients 
was  opened  at  the  Wilmington  General.  It  now 
has  52  beds  (17  for  radiotherapy  patients  and 
35  for  medical  oncology).  A medical  resident 
and  an  intern  are  assigned  to  the  medical  on- 
cology service,  which  also  has  its  own  Fellow. 

The  Wilmington  Medical  Center  has  also 
developed  a close  relationship  with  the  medi- 
cal oncology  department  at  Jefferson.  Through 
them,  WMC  joined  the  Central  Oncology 
Group  (COG),  a nationwide  cooperative  group 
of  about  20  to  24  hospitals  whose  prime  func- 
tion has  been  the  evaluation  of  new  therapeutic 
agents  and  new  surgical  and  radiological  pro- 
cedures in  the  treatment  of  cancer.  To  assist 
in  this  program,  Mrs.  Alice  Kyle,  R.N.  was  ap- 
pointed as  a research  nurse  in  1972.  Her  salary 
was  initially  paid  by  the  Delaware  Division 
of  the  American  Cancer  Society  (ACS). 

Since  early  1974,  through  the  Carpenter 
Memorial  Clinic,  the  Wilmington  Medical  Cen- 
ter has  participated  with  other  hospitals  on  a 
contract  basis  with  the  University  of  Pitts- 
burgh in  a study  of  adjuvant  therapy  for  car- 
cinoma of  the  breast.  WMC  is  one  of  the 
nationwide  leaders  in  the  number  of  cases  en- 
tered in  the  study. 

Dr.  John  Egan  and  his  fellow  hematologists 
are  providing  approximately  one-third  of  the 
cases  that  Thomas  Jefferson  University  enters 
in  the  Acute  Leukemia  Group  B study  of 
hematologic  malignancies. 

Other  activities  which  enhance  the  total 
tumor  program  in  the  State  must  be  credited 
to  the  Delaware  Division  of  the  American 
Cancer  Society.  In  1947  and  1948,  they 
sponsored  a cancer  screening  program,  which 
continued  until  about  1960.  This  program 


provided  examinations  of  the  oropharynx  and 
thyroid,  rectal  and  breast  exams,  and  vaginal- 
cervical  smears. 

The  program  also  served  as  a training  pro- 
gram for  physicians.  To  date,  every  survey 
indicates  that  Delaware  has  a higher  propor- 
tion of  women  at  risk  who  have  had  Pap 
smears  than  any  other  state.  This  may  be  a 
result  of  the  physicians  who  were  trained 
through  the  screening  clinics  who  now  perform 
Pap  smears  in  their  own  offices,  plus  the  avail- 
ability of  free  smear  examinations  from  the 
state  laboratories.  A Uterine  Cancer  Task 
Force  has,  in  the  last  year,  stimulated  the 
State  to  give  more  funds  for  Pap  smears  to 
the  state  laboratory. 

Through  the  years,  the  American  Cancer 
Society  has  also  stimulated  many  public  and 
professional  educational  programs,  and  these 
should  become  even  more  widespread  through 
the  Delaware  Cancer  Network. 

Among  several  recent  innovative  programs 
were  the  surveys  made  at  the  time  of  the  Can- 
cer Crusade  to  determine  the  number  of  wom- 
en who  have  had  Pap  smears.  Last  year  a 
program  to  train  nurses  to  do  physical  assess- 
ments for  cancer  screening  was  sponsored  by 
the  University  of  Delaware  and  the  Delaware 
Division  of  the  American  Cancer  Society. 
Nurses  were  taught  to  do  Pap  smears  and 
pelvic  and  breast  checks.  The  University  of 
Delaware  has  also,  via  its  master’s  degree  pro- 
gram for  nurse  clinicians,  provided  nurses  with 
clinical  experience  in  physical  assessment.  This 
has  helped  stimulate  activity  in  oncologic  nurs- 
ing, as  has  the  inpatient  medical  oncology  serv- 
ice. Mrs.  Kyle’s  experience  as  a research  nurse 
in  the  COG  clinical  trials  program  has  demon- 
strated another  way  in  which  nurses  can  help, 
particularly  in  monitoring  and  helping  to 
evaluate  protocol  activities.  The  Breast  Can- 
cer Network  project,  under  the  Delaware  Can- 
cer Network,  presently  employs  two  nurse  co- 
ordinators, and  two  qualified  nurse  stomal 
therapists  are  now  at  work  in  Delaware. 

The  chaplains,  the  nurses,  and  the  Social 
Service  Department  have  developed  psycho- 
social support  services  for  the  staff  and  for  pa- 
tients and  their  families  with  programs  which 
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include  group  sessions  for  families. 

Both  the  Red  Cross  and  DAST  (Delaware 
Authority  for  Specialized  Transit)  transport 
patients,  and  some  special  individual  arrange- 
ments are  made  for  patients  by  the  Delaware 
Division  of  the  American  Cancer  Society. 

The  University  of  Delaware  has  several  can- 
cer research  projects  as  diverse  as  the  study 
of  cancer  virus  in  chickens  and  the  measure- 
ment of  flow  of  fluids  in  tumor  tissues.  These 
are  funded  by  the  national  American  Cancer 
Society. 

The  “Tumor  Control  Center  Program”  was 
submitted  in  1969  to  the  Regional  Medical 
Program.  It  was  approved  but  not  funded.  In 
1973,  funding  was  obtained  from  a private 
foundation  through  the  efforts  of  the  Delaware 
Division  of  the  American  Cancer  Society. 

Satellite  clinics  and  conferences  in  other 
hospitals  in  Delaware,  a central  part  of  the 
Tumor  Control  Program,  were  an  outgrowth 
of  Dr.  Cuccia’s  experience  at  the  University 
of  Maryland.  Carpenter  Clinic  patients  from 
Sussex  and  Kent  Counties  have  now  become 
the  core  of  patients  seen  in  the  clinics  at  Sea- 
ford,  Dover,  Milford,  and  Lewes.  Each  hos- 
pital has  a physician  coordinator  and  a part- 
time  clerk,  who  set  up  the  monthly  conference 
and  clinic  schedule  and  send  their  Tumor 
Registry  reports  to  the  Central  Registry  in 
Wilmington. 

In  1945,  Dr.  John  W.  Spies,  then  the  Di- 
rector of  the  Division  of  Cancer  Control  of 
the  State  Board  of  Health,  made  cancer  a re- 
portable disease  in  Delaware.  It  still  is,  al- 
though most  physicians  do  not  realize  this. 
The  State,  therefore,  has  a Tumor  Registry, 
albeit  an  incomplete  one,  dating  back  to  about 
1945.  This  was  kept  up-to-date  on  punch 
cards  until  the  mid-1950’s,  when  the  clerical 
help  became  overworked  and  the  data  from 
affiliate  hospitals  also  fell  off.  In  1969  Dr. 
Barbara  Rose  pointed  out  that  the  Tumor 
Registry  at  the  State  level  was  not  very  ef- 
fective because  of  inadequate  input  {Delaware 
Medical  Journal,  40:94,  1969). 

As  part  of  the  merger  the  Carpenter  Clinic 
took  over  registering  patients  from  the  entire 


WMC.  In  the  last  several  years,  input  to  the 
WMC  Registry  has  been  obtained  from  all  the 
other  general  hospitals  in  the  State.  The 
Tumor  Registry  is  directed  by  Mrs.  Eleanor 
Jansson,  R.N.,  who  became  the  nurse  in  charge 
of  Carpenter  Clinic  in  1948.  The  Delaware 
Division  of  the  American  Cancer  Society  has 
helped  underwrite  the  clerical  cost  in  each 
hospital,  as  did  the  Regional  Medical  Program 
during  its  existence.  We  are  convinced  that 
it  takes  responsible  people  specifically  iden- 
tified for  registry  activities  to  insure  proper 
input  to  a tumor  registry.  A registry  is  only 
useful  if  its  data  are  accurate.  Six  years  of 
WMC  data  and  about  a year  and  a half  of  the 
entire  State’s  have  now  been  computerized. 

Follow-up  reports  regarding  survival  and 
the  quality  of  life  of  tumor  patients  are  sought 
at  least  once  a year.  The  request  for  this 
report  often  serves  as  a reminder  to  physi- 
cians to  determine  the  status  of  patients  who 
may  have  been  “lost”  in  the  interval.  Registry 
data  are  also  useful  for  management,  investi- 
gation, and  education;  more  feedback  about 
it  to  physicians  will,  it  is  hoped,  make  it  even 
more  effective. 

With  the  passage  of  the  National  Cancer 
Act  by  Congress  in  December,  1971,  it  looked 
as  if  federal  support  might  be  available  to  help 
accelerate  the  development  of  the  comprehen- 
sive multidisciplinary  tumor  center  that  we 
had  started  dreaming  of  around  1963-65.  Clini- 
cal orientation  of  the  Cancer  Act  toward  the 
establishment  of  the  cancer  centers  and  cancer 
control  projects  seemed  promising,  but  it  was 
recognized  that  the  WMC  was  not  sufficiently 
organized  to  develop  an  elaborate  basic  re- 
search program  at  this  time.  It  was  hoped 
that  interest  in  the  delivery  of  care  to  a de- 
fined population  base  such  as  Delaware,  the 
clinical  investigative  programs,  and  the  basic 
research  work  being  done  at  the  University 
of  Delaware,  plus  ties  with  Thomas  Jefferson 
University,  might  qualify  the  WMC  to  apply 
for  a cancer  center  grant  on  the  basis  that  the 
Wilmington  Medical  Center  served  as  a focus 
for  the  Cancer  Program  in  the  State  of  Dela- 
ware. 

With  the  backing  of  the  Delaware  Division, 
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ACS  and  interested  laymen,  particularly  Mr. 
Peter  Van  Wyck  and  Mr.  Jack  Sherman,  the 
WMC  was  urged  to  study  how  it  could  be- 
come involved.  The  Board  of  Directors  of 
the  WMC  established  a Cancer  Study  Com- 
mittee, chaired  by  Mr.  Ralph  K.  Gottshall  to 
investigate. 

The  National  Cancer  Institute  (NCI)  sug- 
gested that  the  help  of  a professional  con- 
sultant in  the  health  field  was  desirable.  Mr. 
C.  D.  Pruett  was  chosen;  with  his  guidance 
and  the  help  of  the  NCI  and  interested  lay- 
men and  physicians  of  Delaware,  application 
was  made  for  a planning  grant  to  develop  a 
Cancer  Network  for  Delware. 

After  a site  visit  (a  new  experience  for  Del- 
aware which  required  special  planning  and  re- 
hearsals) a planning  grant  was  awarded  late 
in  the  spring  of  1973  with  Dr.  Robert  Frelick 
named  as  the  principal  investigator. 

The  outline  for  a network  organization  was 
developed  within  the  first  12  months  of  the 
planning  grant  instead  of  the  18  months  origi- 
nally contemplated.  Therefore,  additional 
funding  for  implementation  was  requested  to 
start  in  July  1974,  which  was  granted.  In 
the  meantime,  Lillian  Crosson,  then  Executive 
Vice-President  of  the  Delaware  Division  of  the 
American  Cancer  Society  persuaded  the  Wil- 
mington Medical  Center  to  become  the  appli- 
cant for  a Breast  Cancer  Detection  Demon- 
stration Project  sponsored  jointly  by  the  NCI 
and  the  American  Cancer  Society.  Her  en- 
thusiasm, energy,  and  leadership  resulted  in 
obtaining  one  of  the  original  twenty  project 
grants  in  the  entire  United  States  in  the  face 
of  stiff  competition.  Dr.  Leslie  Whitney  was 
named  principal  investigator  for  the  program 
which  began  operation  in  April  1974  and  which 
many  think  is  one  of  the  outstanding  breast 
screening  programs  in  the  country. 

In  June  1974  a Breast  Cancer  Network  Pro- 
ject contract  was  awarded  by  the  Cancer  Con- 
trol Division  of  the  NCI.  Dr.  Leslie  Whitney 
is  the  project  director,  a logical  combination 
with  his  leadership  of  the  Breast  Cancer  De- 
tection Demonstration  Project.  The  first  year 
of  the  Breast  Cancer  Network  contract  was 
devoted  to  planning  an  organization  to  outline 


the  best  management  of  breast  cancer  through, 
out  our  Delaware  Network  area.  A second- 
year  contract  to  implement  the  plans  and 
management  systems  has  recently  been 
awarded.  This  project  expects  to  build  on 
the  experience  of  the  Tumor  Control  Center 
program  already  established  in  each  Delaware 
hospital. 

In  the  Supplemental  Request  for  the  Cancer 
Center  Planning  Grant  (as  well  as  in  the  cur- 
rent request  for  another  Planning  Grant  for 
1975-76),  which  also  includes  some  “CORE” 
activities,  the  need  for  a full-time  director  for 
Delaware’s  expanding  tumor  activities  was  em- 
phasized. The  NCI  agreed  to  the  need  for  a 
director  and  was  willing  to  help  finance  it.  The 
Staff  Council  of  the  WMC  and  the  WMC 
Board  agreed  to  the  need.  The  proposed  or- 
ganizational structure  was  reviewed  with  the 
other  hospitals  in  the  Network.  Trying  to 
properly  relate  a director  of  a statewide  co- 
operative tumor  program  to  the  staffs  of  the 
hospitals  of  Delaware  and  their  individual : 
clinical  departments  has  not  been  easy.  In 
May  1975,  Dr.  Leslie  Whitney  was  hired  as  : 
Director  of  the  Delaware  Cancer  Network,  an 
organization  developed  under  the  NCI  plan- 
ning grant  that  is  attempting  to  tie  together 
all  the  cancer  activity  in  the  State. 

Currently  the  Wilmington  Medical  Center 
has  assumed  administrative  responsibilities 
for  the  Network  but  considers  it  a joint  ven- 
ture by  the  medical  and  hospital  organizations  ^ 
of  the  entire  State.  It  is  hoped  that  a com- 
prehensive program  can  be  developed,  one  || 
that  is  not  just  a satisfactory  answer  to  the 
proposals  made  by  Washington.  It  is  necessary  ■ 
to  stimulate  interdisciplinary  medical  activi- 
ties and  to  work  with  paramedical  profes- 
sionals to  integrate  the  care  of  the  cancer  pa- 
tient with  the  public  and  private  resources  in 
the  community. 

The  Wilmington  Medical  Center  has  also 
become  involved  nationally  with  a new  organi- 
zation of  other  community  cancer  groups 
whose  interest  is  essentially  clinical — the  As- 
sociation of  Community  Cancer  Centers  ' 
(ACCC).  It  is  hoped  that  the  ACCC  can  con- 
vince the  NCI  to  support  efforts  to  develop 
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community  cancer  centers  with  clinical  goals 
and  aspirations.  The  Network  program  is  also 
trying  to  establish  liaison  with  other  estab- 
lished Centers,  such  as  Johns  Hopkins,  the 
University  of  Pennsylvania,  and  Fox  Chase, 
and  with  current  relevant  planning  efforts  of 
Thomas  Jefferson  University. 

It  is  very  important  to  remember  the  past, 
present,  and  future  contributions  of  the  private 
practitioners  and  the  general  hospitals  in  Del- 
aware not  primarily  engaged  in  cancer  control 
but  concerned  with  the  general  care  of  the  pa- 
tient. Most  patients  have  cancer  diagnosed 
by  their  private  physician,  who  sees  them  first 
and  decides  on  the  diagnostic  evaluation 
needed.  This  is  also  true  for  screening,  with 
Pap  smear  for  cancer  of  the  cervix,  breast  ex- 
amination, sigmoidoscopic  exam  for  rectal  les- 
ions, and  chest  x-ray  for  diagnosis  of  cancer 
of  the  lung.  The  early  diagnosis  of  cancer  is 
dependent  not  only  on  an  enlightened  public’s 
being  aware  of  the  warning  signals  and  the 
need  for  periodic  examinations,  but  also  on 
the  alertness,  skill,  and  tenacity  of  their  phy- 
sicians. Public  health  clinics  and  industrial 
medical  departments  provide  additional  rou- 
tine exams,  another  potential  for  early  diag- 
nosis. 

Continuing  public  and  professional  educa- 
tion is  vital  for  any  comprehensive  community 
approach  to  cancer.  Educational  programs  are 
provided  by  individual  hospitals,  medical,  den- 
tal, and  nursing  organizations,  and  health 
agencies  such  as  the  ACS.  In  addition  there 
are  formalized  residency  programs,  largely  at 
the  Wilmington  Medical  Center,  in  radiology, 
surgery,  pediatrics,  medicine,  urology,  obste- 
trics and  gynecology,  EENT,  psychiatry,  plas- 
tic surgery,  and  dentistry. 

Extended  care  facilities  are  essential  to  the 
care  of  cancer  patients.  There  are  several  state- 
supported  units,  eg,  the  Delaware  Hospital  for 
the  Chronically  111  in  Smyrna  and  the  Bissell 
Hospital  in  New  Castle  County.  The  latter 
is  now  being  reorganized  as  a rehabilitation 
unit.  Pelleport,  the  rehabilitation  facility  of 
the  WMC,  also  provides  special  rehabilitation 
services.  Private  nursing  homes  are  our 
greatest  source  of  extended  care  beds.  The 


Health  Planning  Council,  which  has  projected 
our  expected  needs,  points  out  that  we  are 
approaching  the  number  of  beds  we  can  af- 
ford. The  Home  Care  program  started  in 
1956,  administered  and  largely  financed  by  the 
Wilmington  Medical  Center,  is  a useful  service. 
Vocational  Rehabilitation  services  have  at 
times  been  helpful.  Various  groups,  such  as 
the  “Laryngects”,  Reach  to  Recovery  volun- 
teers, and  an  ostomy  organization,  have  helped 
individual  patients  to  live  with  their  handi- 
caps. 

Conclusion 

The  Tumor  Registry  of  the  WMC  Carpen- 
ter Clinic  is  registering  approximately  1,800 
new  cases  per  year  excluding  skin  cancer. 
Over  6,000  Delaware  cancer  patients  are  under 
treatment  and  observation  at  this  time.  Each 
year  about  1,500  new  patients  are  seen  in  the 
WMC  Radiotherapy  Department.  The  Car- 
penter Clinic  sees  over  1,000  patients  per 
month,  40-50  of  whom  are  new  patients,  for 
medical  and  surgical  management,  including 
chemotherapy. 

It  is  difficult  to  know  the  exact  number  of 
patients  who  come  into  the  hospital  for  evalu- 
ation and  eventual  diagnosis  and  treatment  of 
cancer,  but  the  estimate  is  at  least  20%  of 
hospital  admissions,  or  about  13,520  statewide 
admissions  per  year. 

The  Tumor  Control  Program  involves  every 
hospital  in  the  State;  about  84  physicians  per 
month  attend  conferences.  About  40  patients 
monthly  are  seen  outside  WMC  by  the  visiting 
consultants. 

The  current  cancer  program  in  Delaware 
includes: 

1.  Diagnosis  and  treatment  in  primary  phy- 
sicians’ offices,  plus  industrial  and  public  health 
screening  programs,  with  secondary  consulta- 
tions, laboratory  and  x-ray  services,  and  inpa- 
tient activities  throughout  the  State. 

2.  The  Radiotherapy  Department,  Carpen- 
ter Clinic,  and  the  52  oncology  beds  at  the 
Wilmington  General  Division,  WMC. 

3.  The  Delaware  Cancer  Network,  (Appen- 
dix 1)  under  which  three  specific  federally 
sponsored  programs  operate: 
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The  Breast  Cancer  Detection  Program 
The  Cancer  Center  Planning  Activity 
The  Breast  Cancer  Network  Program 

4.  The  service  and  public  and  professional 
education  programs  of  the  Delaware  Division 
of  the  American  Cancer  Society. 

5.  The  computerized  Tumor  Registry  with 
input  from  the  entire  State. 

6.  Educational  and  research  programs  of 
the  University  of  Delaware. 

7.  The  health  education  program  of  Dela- 
ware State  College. 

8.  The  COG,  Breast  Adjuvant,  and  Acute 
Leukemia  Group  B clinical  trials. 

9.  The  Delaware  State  Public  Health  Labo- 
ratory, and  nursing,  and  chronic  disease  units 
for  patients  unable  to  afford  nursing  home 
care. 

10.  Rehabilitative  efforts  at  all  levels  in- 
cluding Pelleport  and  Bissell. 

11.  Nursing  homes. 

12.  The  Social  Service  and  chaplains’  ser- 
vices, both  institutional  (such  as  hospitals), 
and  private. 

13.  The  educational  institutions  for  nurses 
and  others. 

Future  aims  include: 

1.  The  development  of  further  programs  in 
social  action,  public  health  education,  profes- 
sional education,  and  screening. 

2.  The  implementation  in  a coordinated 
fashion  of  programs  to  educate  the  public  to 
avoid  or  control  exposure  to  environmental 
carcinogens  and  to  obtain  routine  screens  to 
detect  cancer. 

3.  Pfofessional  education  to  develop  skills 
in  prevention  and  early  detection  of  cancer. 

4.  Education  of  Delaware  physicians  to  in- 
sure optimum  management  of  cancer. 

It  is  our  goal  to  attain  a 25%  improvement 
in  Delaware’s  morbidity  and  mortality  from 
cancer. 

APPENDIX  1 

THE  CANCER  NETWORK  CONCEPT— 

ITS  OPERATION 

The  Delaware  Regional  Cancer  Network  is 
an  unincorporated  association  of  hospitals, 


agencies,  institutions,  organizations,  and  in- 
dividuals dedicated  to  the  common  purpose 
of  achieving  the  best  in  care  for  cancer  pa- 
tients in  Delaware  and  in  the  surrounding 
region. 

By  agreement  among  themselves,  under  the 
guidance  of  expert  physicians,  under  the  su- 
pervision of  a director,  with  the  support  of 
volunteer  agencies,  and  by  the  establishment 
of  special  committees,  the  following  objec- 
tives will  be  pursued: 

1.  Earlier  cancer  detection. 

2.  Earlier  cancer  treatment. 

3.  Application  of  best  treatment  at  the  grass 
roots  level. 

4.  Agreement  among  physicians  as  to  the 
best  standards  of  diagnosis,  treatment, 
and  rehabilitation  (cancer  management 
protocol  development). 

5.  Widest  possible  dissemination  of  infor- 
mation about  cancer  to  physicians,  hos- 
pital personnel,  nurses,  and  the  general 
public. 

6.  Maximum  utilization  throughout  the 
State  and  region  of  the  best  facilities 
locally  and  in  specialized  centers  of  out- 
patient and  inpatient  care  of  the  cancer 
patient  by  agreement  and  common  con- 
sent of  all  participants. 

7.  Development  of  an  adequate  transporta- 
tion system  to  achieve  these  objectives. 

8.  Maintenance  of  a statewide  and  regional 
uniform  current  data  system  through  the 
use  of  existing  cancer  coordinators  in  the 
Delaware  hospitals  and  the  increased  use 
of  the  Computerized  Tumor  Registry. 

9.  Evaluation  (Audit)  of  results  of  early 
diagnosis  and  application  of  cancer  man- 
agement protocols  to  patients  in  terms  of 
numbers  of  patients  screened,  treated, 
surviving,  and  cured. 

10.  Development  of  clinical  and  basic  re- 
search programs  within  capabilities  of  the 
participants  (Research  Committee)  to 
expand  the  horizons  of  care  as  the  pro- 
gram matures. 
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A CHANGING  ROLE  FOR  THE  DELAWARE 
ACADEMY  OF  MEDICINE 

Traditionally,  the  Delaware  Academy  of 
Medicine  has  had  professional  education  as 
its  area  of  greatest  responsibility.  It  has 
housed  the  largest  medical  library  of  the  State 
and  the  offices  of  the  New  Castle  County  and 
State  Medical  Societies  and  the  Delaware 
State  Dental  Society  as  well  as  the  offices  of 
the  Delaware  chapters  of  certain  voluntary 
health  agencies,  the  largest  being  the  Dela- 
ware Division  of  the  American  Cancer  Society. 
Through  the  many  decades  of  its  existence 
the  Academy  has  sponsored  many  programs  re- 
lated to  the  education  of  physicians,  but  as 
time  has  evolved,  with  the  development  of 
multiple  specialties  in  the  fields  of  medicine 
and  dentistry,  and  most  especially  with  the 
creation  of  the  Wilmington  Medical  Center, 
this  primary  responsibility  for  professional 
education  has  been  assumed  elsewhere,  ap- 
propriately. 

See  Dr.  Sehnerfs  article  on.  page  587. 

The  Delaware  Academy  of  Medicine  still  re- 
mains the  trustee  for  the  largest  segment  of 
scholarship  funds  for  the  professions  allied  to 
the  delivery  of  health  care  and  will  continue 
to  perform  this  function,  cooperating  closely 
with  other  funds  such  as  dimer. 

Early  in  1975,  the  Delaware  Academy  of 
Medicine  met  jointly  with  many  of  the  volun- 
tary health  agencies  of  Delaware  to  develop 
a concept  of  continuing  education  programs 
directed  at  the  public  rather  than  at  the  pro- 
fession. It  seemed  logical  that  the  Academy, 
having  its  members  serving  actively  on  each 
of  the  boards  and  committees  of  the  health 
agencies,  should  attempt  to  coordinate  the 
educational  efforts  of  those  agencies  in  areas 
where  there  was  an  overlapping  field  of  inter- 
est. This  combined  effort  could  render  a 


broader  approach  to  concepts  of  health  and 
disease  prevention  than  an  individual  agency 
might  do  in  its  more  narrow  sphere  of  respon- 
sibility. 

Thus,  a series  of  programs  will  be  presented 
the  third  Wednesday  of  each  month  at  the 
Academy.  The  initial  program,  held  October 
15,  1975,  was  directed  at  obesity  and  its  rela- 
tionship to  disease  and  was  presented  jointly 
by  the  Delaware  Heart  Association,  the  Dela- 
ware Diabetes  Association,  the  Delaware  Die- 
tetic Association,  and  the  Kidney  Foundation 
of  Delaware.  The  second  such  program  will 
discuss  the  prevention  of  lung  disease,  and  the 
program  will  be  presented  by  the  Delaware 
Lung  Association  and  the  Delaware  Division 
of  the  American  Cancer  Society  with  partici- 
pation of  physicians  having  a skill  in  the  man- 
agement of  allergic  disease. 

Programs  are  scheduled  until  the  spring  of 
1976,  and  at  that  time  a reevaluation  of  the 
direction  of  the  educational  efforts  will  be 
made,  but  it  is  intended  that  the  concept  of 
public  education  as  a role  of  the  Academy  wiU  | 
continue. 

On  March  15,  1975,  Keith  W.  Sehnert,  M.D. 
presented  to  the  Delaware  Academy  of  Family 
Physicians  a concept  of  a new  resource  for  ; 
Family  Practice,  specifically,  responsibility  of 
the  physician  in  the  education  of  his  patient. 
Dr.  Sehnert  quoted  statistics  from  the  Presi- 
dent’s Committee  on  Health  Education  that 
indicated  that  as  little  as  4%  of  the  health  dol- 
lars is  spent  on  health  education,  and  he  pre- 
sented the  idea  that  a greater  expenditure  of 
effort  in  education  of  patients  would  be  poten- 
tially the  greatest  source  of  improving  health 
care  as  well  as  having  the  side  benefit  of  in- 
creasing the  physician’s  efficiency  in  treatment 
of  disease.  , 

Thus,  this  new  program,  adding  a merged 
education  program  of  the  health  agencies  in 
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addition  to  their  already  extensive  programs, 
does  increase  the  burden  on  these  agencies 
which  are  already  doing  an  excellent  service 
in  this  area.  It  is  hoped  that  through  the 
liaison  with  the  Academy  certain  of  the  efforts 
will  be  made  more  efficient,  less  costly,  and 
that  a wider  population  will  be  reached. 

Alfred  E.  Bacon,  Jr.,  M.D. 

M Vi 

INSTRUCT  THY  PATIENTS 

When  we  heard  Dr.  Keith  W.  Sehnert  lec- 
ture on  Patient  Education:  A New  Resource 
for  Family  Practice,  many  of  us  came  away  ex- 
cited about  the  new  concept.  As  a man  clearly 
dedicated  to  his  cause.  Dr.  Sehnert  is  a very 
persuasive  speaker.  Reading  his  lecture  re- 
printed in  this  Journal  fails  to  have  the  same 
impact  as  hearing  him  speak,  at  which  time  it 
is  easier  to  get  a real  perspective  on  what  the 
doctor  is  trying  to  accomplish. 

Primary  care  physicians  have  used  patient 
education  as  a tool  for  years.  Most  of  us  keep 
pamphlets  and  lists  of  books  on  various  health 
topics  in  our  offices  to  give  to  patients.  In 
addition,  many  of  our  nurses  are  trained  to  re- 
inforce our  instructions  before  patients  leave 
the  office.  Some  physicians  are  now  using 
more  sophisticated  audio-visual  equipment  in 
their  waiting  rooms  as  an  aid  in  patient  edu- 
cation. Thus  it  should  be  no  surprise  that 
further  exploitation  of  patient  education  is 
recommended  by  Dr.  Sehnert  and  his  col- 
leagues as  another  way  to  extend  the  service 
of  primary  care  physicians. 

We  commend  Dr.  Sehnert  for  his  work  in 
this  area  and  encourage  members  of  our  medi- 
cal society  to  purchase  his  book  and  other 
materials  suggested  in  his  article.  However, 
we  cannot,  agree  with  him  that  it  is  new  or 
that  it  will  revolutionize  medical  practice.  We 
see  it  as  a natural  progression  of  a time-hon- 
ored, basic  tool  of  medical  practice  which  can 
and  should  be  further  utilized.  With  the  in- 
creasing availability  of  more  complex  and 
sophisticated  teaching  tools,  let  us  hope  that 
we  will  all  take  heed  of  Dr.  Sehnert’s  inspiring 


lecture,  and  provide  more  and  better  health 
education  to  our  patients. 

MJ.M. 

« VI  Vi 

POST-PILL  AMENORRHEA 

Of  all  the  side  effects  of  oral  contraception, 
one  of  the  more  troublesome  has  been  post- 
pill amenorrhea.  Patients’  reactions  may  range 
from  mild  concern  to  conviction  that  the  pill 
has  altered  their  ability  to  ever  become  preg- 
nant. Well-intentioned  but  often  unqualified 
kinfolks  or  acquaintances  all  seem  to  have  opin- 
ions and  advice.  Quotations  from  authorities, 
often  incomplete  or  out  of  context  and  some- 
times conflicting,  abound  in  newspapers  and 
periodicals.  Journalistic  interpretation,  ax- 
grinding,  or  promotion  often  compound  the  pa- 
tients’ original  concerns. 

A proposed  follow-up  of  patients  on  cyclic 
hormonal  therapy  might  include  the  following: 
1 ) An  initial  follow-up  visit  three  months  after 
starting  therapy.  2)  Annual  follow-up  examin- 
ation. 3)  Discontinuation  of  the  pill  for  three 
or  four  months  after  the  first  two  years  of 
therapy  to  see  if  the  patient  demonstrates 
withdrawal  bleeding. 

Discontinuation  of  cyclic  hormonal  therapy 
after  about  two  years  is  a practical  and  inex- 
pensive way  of  determining  the  patient’s  pre- 
sumed ability  to  re-establish  her  menstrual 
cycle  within  a few  months.  There  are  no  hard 
and  fast  rules  regarding  when  or  for  how  long 
the  pill  should  be  discontinued. 

Almost  all  patients  who  discontinue  oral 
cyclic  hormonal  therapy  prescribed  in  usual 
dosage  for  contraception  will  re-establish  ovu- 
lation and  associated  menstruation  within 
three  months.  If,  before  starting  the  pill,  the 
patients  had  established  normal  menstrual 
cycles  (21-35  days)  with  periods  of  normal 
flow  (1-7  days),  the  likelihood  of  pill  amenor- 
rhea is  even  less.  Both  logic  and  clinical  ex- 
perience indicate  a higher  incidence  of  second- 
ary amenorrhea  in  patients  who  have  not  pre- 
viously demonstrated  normal  ovulatory  men- 
strual cycles.  Conversely,  patients  who  have 
had  children  experience  less  post-pill  amenor- 
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rhea  than  do  those  who  have  never  proven 
their  reproductive  capacity.  Many  young  (and 
older)  women,  perhaps  8 million  in  the  US,  are 
using  cyclic  hormonal  therapy  in  low  to  mod- 
erate dosage  mostly,  but  by  no  means  exclu- 
sively, for  contraception.  Medical  prudence 
suggests  prescribing  the  pill  only  after  de- 
termining by  medical  history,  physical  exam- 
ination, and  appropriate  study  that  these  wo- 
men are  in  good  health  and  have  physiologic- 
ally normal  endocrine  systems. 

The  patients  who  develop  post-pill  amenor- 
rhea seem  unusually  susceptible  to  suppression 
of  ovarian-stimulating  pituitary  gonadotro- 
phins by  the  estrogenic  and  progestational 
components  of  the  oral  contraceptive  agents. 
Duration  of  treatment  does  not  seem  to  be  a 
major  factor;  nor  does  dosage.  Fortunately, 
patients  with  post-pill  amenorrhea  usually  re- 
spond favorably  to  ovulation  stimulation  ther- 
apy when  extra-pituitary  factors  are  absent 
and  pituitary  suppression  is  simply  that. 
Clomid  (Merrell-National) , and  similar 
treatment  modalities  should  not  be  used  to 
treat  the  symptoms  of  amenorrhea.  All  of 
the  potent  ovulation-stimulating  drugs  should 
be  reserved  for  conception  and  pregnancy  at 
the  appropriate  time. 

The  mystique  and  fears  that  have  arisen 
with  all  contraception  as  well  as  post-pill 
amenorrhea  must  be  addressed  by  the  physi- 
cian. The  FDA  is  about  to  require  informed 
consent  not  only  for  oral  contraception  but 
also  before  insertion  of  intrauterine  devices. 
We  must  provide  our  patients  with  accurate 
information  and  meaningful  counsel  with  sym- 
pathy and  understanding,  not  merely  comply 
with  federal  dictum.  Those  responsible  for 
individual  patients  are  best  qualified  to  pro- 
vide proper  care  and  follow-up  to  all  of  the 
pill-users.  Only  a few  will  ever  develop  post- 
pill amenorrhea  of  more  than  three  months’ 
duration.  Those  few  should  be  managed  like 
any  patient  with  secondary  amenorrhea.  They 
should  be  carefully  evaluated  clinically  and 
with  appropriate  diagnostic  tests.  Then  the 
post-pill  amenorrhea  patients  can  be  advised, 
reassured,  and  appropriately  treated. 

W.D.J. 


TOBRAMYCIN:  IS  THIS  NEW  ANTIBIOTIC 
REALLY  NECESSARY? 

Tobramycin  is  a new  aminoglycoside  anti- 
biotic derived  from  the-  soil  saprophyte  Strep- 
tomyces  tenebrarius.  This  new  agent  is  chemi- 
cally related  to  the  other  aminoglycosides  and 
appears  to  be  quite  similar  in  all  regards  to 
gentamicin. 

In  vitro  studies  suggest  that  tobramycin  is 
slightly  more  active  than  gentamicin  against 
Pseudomonas,  but  less  active  against  Entero- 
bacter  and  E.  coli.  It  was  originally  hoped 
that  tobramycin  would  be  effective  against 
gentamicin-resistant  strains  of  Pseudomonas, 
but  this  has  not  proved  to  be  the  case.  Genta- 
micin-resistant strains  of  Pseudomonas  are 
usually  also  resistant  to  tobramycin  as  well  as 
amikacin  and  sisomicin  (two  additional  amino- 
glycoside antibiotics  which  will  probably  be 
made  available  in  the  near  future).  However, 
this  cross-resistance  is  not  complete,  and  it  is 
worthwhile  to  test  all  strains  of  Pseudomonas 
against  gentamicin  and  tobramycin  to  identify 
the  occasional  tobramycin-sensitive,  gentami- 
cin-resistant strain.  It  should  be  noted  that 
all  tobramycin-resistant  strains  of  Pseudo- 
monas are  likewise  resistant  to  gentamicin. 

Tobramycin  shares  with  the  other  amino- 
glycosides the  potential  for  ototoxicity  and 
nephrotoxicity.  While  animal  data  suggest 
that  tobramycin  is  somewhat  less  toxic  than 
gentamicin  and  kanamycin,  clinical  experience 
to  date  has  not  demonstrated  an  advantage 
for  tobramycin  in  this  respect. 

Even  though  tobramycin  has  had  extensive 
clinical  trial  prior  to  its  release,  the  precise 
role  of  this  product  in  clinical  medicine  has 
not  yet  been  defined. 

With  the  obvious  risk  of  sounding  repetitious, 
the  question  must  be  asked  whether  this  new 
aminoglycoside  antibiotic  is  really  necessary. 
While  the  obvious  desire  of  the  developers  of 
a new  aminoglycoside  is  to  produce  an  anti- 
biotic which  is  more  effective  and  less  toxic 
than  those  already  available,  the  economic 
appeal  of  aminoglycoside  sales  (over  $100,000,- 
000  in  1974)  must  be  a compelling  factor.  Since 
at  this  point  tobramycin  appears  to  have  no 
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advantage  over  gentamicin,  the  Food  and 
Drug  Administration’s  action  in  releasing  this 
drug  speaks  well  for  our  system  of  free  enter- 
prise and  indicates  a desire  to  lower  prices  by 
increasing  competition. 

As  mentioned  before  in  this  editorial  column, 
the  abundance  of  antibiotics  tends  to  com- 
plicate the  practicing  physician’s  problems  as 
he  tries  to  choose  the  proper  agent.  Since  two 
more  new  aminoglycosides  will  probably  be  re- 
leased in  the  near  future,  the  clinician  will  have 
to  select  from  among  four  almost  identical  pro- 
ducts, all  the  while  subject  to  criticism  for 
indiscriminate  antibiotic  use  by  his  peers,  the 
FDA,  and  organized  medicine. 

Tobramycin  is  administered  intramuscularly 
or  intravenously  in  a dosage  of  3 to  5 mg/kg 
per  24  hours  in  patients  with  normal  renal 
function.  The  nomograms  and  formulas  used 
for  estimating  gentamicin  dosage  in  patients 
with  impaired  renal  function  may  be  used  for 
estimation  of  tobramycin  dosage.  Patients 
receiving  tobramycin  therapy  should  be  moni- 
tored with  frequent  estimation  of  the  renal 
function  as  measured  by  the  blood  urea  nitro- 
gen and  serum  creatinine.  Clinicians  are  ad- 
vised to  obtain  tobramycin  serum  levels*  in 
representative  patients  so  that  they  might  ob- 
tain some  experience  in  predicting  the  neces- 
sary dosage  to  obtain  therapeutic  levels. 

Physicians  tend  to  use  a new  antibiotic  as 
soon  as  it  becomes  available  for  reasons  tPat 
have  never  been  too  clearly  defined.  It  is  to 
be  hoped  that  such  use  will  be  objective  and 
add  to  the  overall  evaluation  of  a new  agent. 
At  the  present  time,  the  only  clear-cut  indica- 
tion for  the  use  of  tobramycin  is  in  the  treat- 
ment of  patients  infected  with  gentamicin-re- 
sistant strains  of  Pseudomonas. 

W.J.H. 

*Serum  levels  of  all  aminoglycoside  antibiotics  are  available  from 
Infectious  Disease  Research  Laboratory,  Wilmington  Medical 
Lenter. 

tt' 

IATROGENIC  MALNUTRITION? 

In  a widely  quoted  article  {Time,  New  York 
Times,  etc.)  entitled  “The  Skeleton  in  the  Hos- 
ipital  Closet”  Dr.  Charles  Butterworth,  Pro- 
ifessor  of  Medicine  and  Pediatrics  and  Director 


of  the  Nutrition  Program  at  the  University  of 
Alabama,  Birmingham,  stated,  “One  of  the 
largest  pockets  of  unrecognized  malnutrition 
in  America  and  Canada,  too,  exists  not  in 
rural  slums  or  urban  ghettos,  but  in  the  private 
rooms  and  wards  of  the  big  city  hospitals.”^ 
Butterworth  indicated  that  because  malnutri- 
tion interferes  with  wound  healing  and  in- 
creases susceptibility  to  infection,  it  can  con- 
tribute to  the  mortality,  morbidity,  and  pro- 
longed bed-occupancy  rates  of  our  hospital 
population.  Dr.  Butterworth  listed  fourteen 
undesirable  practices  affecting  the  nutritional 
health  of  hospital  patients.  Among  these  un- 
desirable practices  are  diffusion  of  responsi- 
bility for  patient  care,  failure  to  appreciate 
the  role  of  nutrition  in  the  prevention  of  and 
recovery  from  infection,  and  lack  of  communi- 
cation and  interaction  between  physician  and 
dietitian. 

Many  in  the  health  professions  overlook  or 
take  for  granted  the  basic  need  of  an  individ- 
ual for  adequate  nutrition  under  all  circum- 
stances. For  the  reasons  of  lack  of  time  and 
lack  of  importance  attributed  to  them,  dietary 
histories,  anthropometric  data,  and  intake  and 
output  studies  are  seldom  accurately  taken. 
Also,  the  side  effects  of  some  medical  prob- 
lems and  their  remedies,  each  of  which  may 
create  increased  demands  on  the  nutritional 
needs  of  individuals,  are  often  given  little  con- 
sideration. 

Much  attention  is  given  in  society  to  the 
issue  of  sufficient  food  for  everyone,  but  far 
less  attention  is  given  to  the  actual  food  con- 
sumption practices  of  our  society.  More  atten- 
tion, on  the  part  of  medical  personnel,  must  be 
directed  at  the  actual  food  consumption  prac- 
tices of  our  patients.  Individuals  vary  greatly 
in  their  perception  of  balanced  meals,  sufficient 
food  intake,  good  nutrition,  and  serving  sizes. 
More  accurate  monitoring  of  these  very  basic 
daily  practices  will  often  offer  concrete  assist- 
ance in  the  total  care  and  treatment  of  our  pa- 
tients; although  probably  not  as  bad  as  Dr. 
Butterworth  says,  it  could  also  probably  often 
be  better. 

In  citing  his  three  specific  examples  of  iatro- 
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genic  malnutrition  and  quite  possibly  exag- 
gerating their  incidences  of  malnutrition,  Dr. 
Butterworth  called  attention  to  the  crux  of 
many  medical  problems.  Inadequate  or  inap- 
propriate food  consumption  is  often  overlooked 
as  both  a cause  and  effect  of  many. 

Anne  Marie  B.  Corrozi,  R.D.,  M.S. 

Mrs.  Corrozi  is  a nutritionist  with  the  Family  Practice  office, 
Wilmington  Medical  Center. 

REFERENCES 

1.  Butterworth  CE:  The  skeleton  in  the  hospital  closet.  Nutrition 
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TOWNHOUSE 

CAREFULLY  RESTORED  TOWNHOUSE  and  ex- 
tra lot  on  Lovering  Avenue  1 Vi  blocks  from 
Academy  of  Medicine;  10-12  minute  walk  to 
either  Memorial  or  Delaware  Division.  Near 
stores,  tennis  and  jogging  paths. 

MOVE  RIGHT  IN.  Marble  floor  entrance  foyer; 
Large  living  room  with  new  wall-to-wall  carpet; 
Dining  room  with  Williamsburg  wallpaper,  den- 
tal cornice,  chair  rail  and  pewter  chandelier; 
Heavy  old  paneling  in  kitchen  with  new  custom 
cabinets  and  Tiffany  lamp;  2 finished,  1 un- 
finished bedrooms;  Bathroom;  Rear  screened 
porch;  Brick  patio;  Dry  full  basement;  Land- 
scaped extra  lot  with  heavy  iron  fence  & lock- 
ing gate;  Custom  drapes,  blinds,  antique  door 
hardware,  reflnished  variable-width  floors 
throughout,  some  interior  shutters,  hinge-hung 
exterior  shutters,  flower  boxes,  brick  walks,  side- 
walk trees,  TV  cable,  other  extras. 

BEAT  THE  HIGH  COST  OF  LIVING.  City  and 
County  taxes;  $260/year  (includes  garbage 
pick-up);  White  cedar  custom  storm  windows 
and  doors  throughout  and  furnace  humidifier 
keep  oil  bill  at  $35/month  during  winter;  New 
150  amp  service  with  independent  lines  for 
washer-drier  and  master  bedroom  air  condi- 
tioner, gas  stove  & water  heater  keep  electric- 
gas  bill  at  $21/month. 

Owners  must  move  (2  blocks)  due  to  family 
addition.  Hate  to  leave  clean,  easy-to-keep 
home  with  finest  neighbors  in  city. 

PRICED  TO  SELL 
CALL  655-3248 


For  Practice  Management 
information  Systems  . . . 

Call  The  Specialists 
Call  Systemedics 

• FOR  improved  cash  flow  and 

financial  control 

• FOR  automatic  processing  of 

patient  statements  and 
insurance  information 

•FOR  continuing  service  and 
management  assistance 


SYSTEMEDICS,  INC. 
REGI  LTD. 

410  Timber  Lane 
Newtown  Sq.,  Pa.  19073 


(215)  356-6615— ■ (215)  356-7019 


Regional  Offices  Nationwide 


AIRPORT  SHUTTLE  SERVICE,  inc. 
HOTEL  du  PONT 
WILMINGTON,  DELAWARE 


Authorized  Ground  Transportation  for  all  Major  Airlines 

LIMOUSINES 

TO  OR  FROM 

PHILA.  INTERNATIONAL  AIRPORT 
And  All  of  Delaware  and  Maryland 

• 

Deluxe  Door-To-Door  Pickup  Or  Delivery  At 
Your  Home-Office-Hotel-Motor  Lodge  . . . 

FOR  RESERVATIONS  OR  INFORMATION 

(302)  655-8878 
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MEDICAL  PLACEMENT  SERVICE 
is  a service  for  YOU  ! ! ! 


We  Can  Provide  . . . 

1.  Permanent  Medical  Personnel - 

Medical  secretaries,  laboratory  or  x-ray  technicians,  recep- 
tionists, nurses,  dental  hygienists  or  assistants,  physical  thera- 
pists—ANY  medical  personnel  needs. 

2.  Temporary  Medical  Personnel  — 

Part-time  help,  vacation  or  illness  relief;  for  a few  hours, 
days,  weeks.  Remember  too,  that  these  people  are  on  our  pay- 
roll, eliminating  your  responsibility  as  to  malpractice  insurance, 
taxes,  unemployment  and  workmens  compensation. 

3.  Private  Duty  Personnel - 

Registered  Nurses  or  Licensed  Practical  Nurses,  and  Nurse 
Assistants  for  home,  hospital,  or  nursing  home  as  needed. 

4.  Travel  Escorts - 

RN's,  LPN's,  Aides,  or  Companions  for  patient  transfers,  to 
assist  a handicapped  or  incapacitated  person  on  a vacation  or 
cruise,  or  to  accompany  a group  of  senior  citizens  or  others  for 
a day  trip  or  longer  tour. 

WHAT  DO  YOU  NEED???? 

Call  658-8995  and  we'll  be  happy  to  help.  If  you  need 
us  after  5 p.m.  or  on  weekends  call  655-0828. 

MEDICAL  PLACEMENT  SERVICE 

1004  West  24th  Street 
Wilmington,  Delaware 
Phone  658-8995 
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WALTER  D.  DAVIS,  M.D. 

Walter  Douglas  Davis,  56,  a Psychiatrist 
and  Psychoanalyst  in  Wilmington  for  23  years, 
died  July  7,  1975  at  his  home,  103  Cambridge 
Drive,  Windsor  Hills,  after  a long  disabling 
illness. 

A graduate  of  Ohio  Wesleyan  University, 
Dr.  Davis  received  his  medical  degree  from 
the  University  of  Chicago  Medical  School  in 
1943 

In  1975,  from  the  Delaware  Psychiatric  So- 
ciety, he  received  the  Outstanding  Service 
Award.  He  had  at  one  time  served  on  the 
Governor’s  Commission  on  Mental  Health, 
and  had  also  once  been  in  charge  of  a branch 
of  the  State  Mental  Hygiene  Clinic  in  Wil- 
mington. 

His  terminal  illness  was  diagnosed  in  June, 
1972. 

Because  of  his  specialty,  he  was  intimately 
aware  of  the  muscular  incoordination  and  in- 
capacitation that  would  and  did  accompany 
his  lingering  neuromuscular  illness.  Accepting 
the  inevitability  of  physical  crippling,  he, 
simultaneously  by  word,  action,  and  empathy 
reached  out  to  his  family.  As  a husband, 
father,  and  physician,  he  instructed  and  pre- 
pared them  in  the  way  they  should  cope  with 
illness,  dying,  death,  and  grief. 

Thus  he  made  his  three  years  of  suffering 
not  a negative  but  rather  an  inspirational 
memory  for  his  family,  his  friends,  and  his  pa- 
tients. 

Dr.  Davis  was  born  of  missionary  parents  in 
Peking,  China. 

Surviving  are  his  wife,  the  former  Theda 
Lunger;  four  sons,  Michael  W.,  Andrew  D., 
Nicholas  G.,  and  Matthew  G.;  two  daughters, 
Abby  L.  and  Sara  L.;  a brother;  and  a sister. 

Charles  M.  Bancroft,  M.D. 


GEORGE  H.  H.  GARRISON,  M.D. 

George  H.  H.  Garrison,  M.D.,  died  June  29, 
1975,  at  the  age  of  67. 

He  graduated  from  the  University  of  Vir- 
ginia Medical  School  in  1937  and  following 
both  Internship  and  Residency  in  New  Jersey, 
began  his  practice.  Obstetrics  and  Gynecology, 
in  Wilmington,  during  1942. 

A Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  Dr.  Garrison  had 
served  also  as  Chairman  of  the  Delaware  Sec- 
tion of  the  American  College  of  Obstetrics  and 
Gynecology,  and  was  an  active  member  of  the 
American  College  of  Obstetrics  and  Gyne- 
cology. At  the  time  of  his  death,  he  was  a 
member  of  Maternity  Associates  here  in  Wil- 
mington. 

Following  a cardiac  episode  in  February, 
1975,  he  moved  to  Kill  Devil  Hills,  North 
Carolina,  to  live  in  semi-retirement. 

He  was  a retired  Commander  of  the  US 
Naval  Reserve. 

He  is  survived  by  his  wife,  lone  Taylor  Gar- 
rison; three  sons,  George  H.  H.,  Jr.  of  Kill 
Devil  Hills,  Stuart  T.  of  Key  West,  Florida 
and  Tosker  F.  of  Wilmington;  a daughter,  Sara 
Tucker  Garrison  of  Wilmington;  a brother,  Ed- 
ward W.  of  Newark,  Delaware;  and  one  grand- 
child. 

Charles  M.  Bancroft,  M.D. 

5S  «£  « 

JOHN  B.  GEISSINGER,  M.D. 

Dr.  John  Brent  Geissinger  died  suddenly 
the  morning  of  September  13,  1975,  of  a heart 
attack  at  the  age  of  42.  He  was  a graduate  of 
Muhlenberg  College  and  Hahnemann  Medical 
College,  Class  of  1955.  Following  this  he 
served  a rotating  internship  at  the  Pennsyl- 
vania Hospital,  followed  by  two  years  military 
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service  as  a Captain  in  the  Army  Medical 
Corps.  After  discharge  he  took  a residency 
in  Ob-Gyn  at  Lankenau  Hospital  in  Philadel- 
phia. In  1965  he  began  a private  practice  in 
Media,  Pennsylvania  which  he  left  in  April, 
1967  to  join  Drs.  James  B.  McClements  and 
Richardson  B.  Glidden  in  Dover  in  the  private 
practice  of  Obstetrics  and  Gynecology. 

He  was  certified  by  the  American  Board  of 
Obstetrics  and  Gynecology  in  1968  and  was 
elected  a Fellow  in  the  American  College  of 
Obstetricians  and  Gynecologists  in  1970.  He 
was  active  in  the  Kent  County  Medical  So- 
ciety, serving  as  its  President  from  1972  to 
1974.  He  was  also  a member  of  the  Delaware 


Obstetrical  Society,  the  Philadelphia  Obstetri- 
cal Society,  and  the  American  Fertility  So- 
ciety. 

Dr.  Geissinger  was  active  in  civic  affairs, 
having  recently  been  elected  to  the  Capital 
School  Board.  He  served  as  a Director  of  the 
Dover  Rotary  Club  for  two  years  and  was  the 
Mid-Delaware  District  Chairman  of  the  Boy 
Scouts  Council  for  a number  of  years.  He  was 
an  active  member  of  tbe  Dover  Chamber  of 
Commerce.  His  hobbies  consisted  of  golf  and 
sailing.  He  is  survived  by  his  wife,  Barbara, 
two  sons,  John  and  Brent,  and  a daughter, 
Karen. 

Richardson  B.  Glidden,  M.D. 
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Speakers  on 
“Ask  the  Doctor” 

Speakers  for  November,  1975  on  the  Tuesday  radio  program  (11:05  a.m., 
WDEL)  produced  by  the  Medical  Society  of  Delaware  are:  November  4, 
Conley  L.  Edwards,  M.D.,  Gallbladder  Disease;  November  11,  Christopher 
R.  Donoho,  Jr.,  M.D.,  New  Drug  Agents  for  Arthritis;  November  18,  R. 
Walter  Powell,  M.D.,  Diabetes  Mellitus;  November  25,  I.  Favel  Chavin, 
M.D.,  Reconstructive  Surgery  for  Arthritic  Joints. 

In  the  News 

Marvin  V.  Andersen,  Jr.,  M.D.  has  been  appointed  to  a four-year  term  on 
the  Board  of  Medical  Examiners  by  Governor  Tribbitt. 

Award  for 

Psychiatric 

Article 

The  American  Psychiatric  Association  will  present  an  award  for  an  outstand- 
ing contribution  to  the  literature  of  forensic  psychiatry  for  the  year  ending 
December  31,  1975.  Applications  are  being  accepted  for  the  annual  Man- 
fred S.  Guttmacher  Award  for  1976.  For  information  write:  Jonas  R. 
Rappeport,  M.D.,  Chairman,  Guttmacher  Award  Board,  1700  18th  Street, 
N.W.,  Washington,  D.C.  20009. 

Mental  Health 
of  the  Aging 

HEW  announces  the  establishment  of  a new  Center  for  Studies  of  the  Mental 
Health  of  the  Aging.  The  Center  will  develop,  coordinate  and  evaluate  pro- 
grams of  research,  training,  and  services  related  to  the  mental  health  of  the 
aging. 

Diabetes 

Meetings 

Ann  Lawrence,  M.D.,  Professor  of  Medicine  at  Loyola  University  Stritch 
School  of  Medicine,  will  be  the  speaker  at  two  meetings  at  the  Delaware 
Academy  of  Medicine  on  Tuesday,  November  18,  1975:  8:30  a.m.,  on  “Man- 
agement of  the  Unstable  Diabetic,”  and  at  a public  meeting  at  12:00  noon 
on  “Current  Status  of  Diabetic  Research.” 

Cancer  Tapes 
and  Film 

Audio  tapes  of  Meeting  Highlights:  ACS/NCI  National  Conference  on  Ad- 
vances in  Cancer  Management,  Part  I — Treatment  and  Rehabilitation 
(1974),  and  Part  II  — Detection  and  Diagnosis  (May  1975),  and  a film  on 
Acute  Leukemia  Report  1974  are  available  on  loan  from  the  Cancer  Society. 
The  following  publications  are  also  available:  Standard  Breast  Examination; 
Cancer  Statistics  1975  — 25  Year  Survey;  Diagnosis  and  Management  of 
Common  Skin  Cancer;  and  Prostate  Cancer.  For  information  contact  the 
Delaware  Division  of  the  American  Cancer  Society,  1925  Lovering  Avenue, 
Wilmington,  Delaware  19806,  telephone  654-6267. 

Society  of 

Biological 

Psychiatry 

At  the  annual  meeting  of  the  Society  of  Biological  Psychiatry  in  New  York 
City,  May  30-31,  1975,  recent  developments  that  have  restricted  treatment 
or  impeded  research  in  some  areas  of  psychiatry  were  considered.  The  mem- 
bership of  the  Society  urges  restraint  on  those  who  by  legislative,  judicial, 
or  other  action  or  by  use  of  news  media  or  by  any  other  means  might  alter 
the  confidential  doctor-patient  relationship  or  bring  about  premature  closure 
in  the  search  for  potential  therapeutic  benefit. 
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CLINICAL  NOTICES  AND  MEETINGS 


Cardiology  Course  The  University  of  Miami  School  of  Medicine  will  sponsor  a course  on  “Clinical  Appli- 
cation of  Intra-Aortic  Balloon  Pump,”  November  14-15,  1975,  at  the  Americana  Hotel, 
Bal  Harbour,  Florida.  For  information  contact:  Division  of  Continuing  Medical  Edu- 
cation, University  of  Miami  School  of  Medicine,  P.O.  Box  520875  Biscayne  Annex, 
Miami,  Florida  33152.  Telephone  (305)  547-6716. 


American^  College  The  New  Jersey  Regional  Meeting  of  ACP  will  be  held  November  19,  1975  at  Rutgers 

of  Physicians  Medical  College  in  Piscataway,  New  Jersey.  A five-day  postgraduate  course  on  “Fluid  j 

and  Electrolyte  Balance,  Hypertension,  and  Renal  Disease”  will  be  held  December  8-12, 
1975,  in  Chicago,  Illinois.  For  information  contact:  Registrar,  Postgraduate  Courses, 
ACP,  4200  Pine  Street,  Philadelphia,  Pennsylvania  19104. 


Conference  on  A Conference  on  Neoplasms  of  the  Skin  and  Malignant  Melanoma  will  be  held  Novem- 

Skin  Neoplasms  ber  13-14,  1975,  at  the  Shamrock  Hilton,  Houston,  Texas.  A pathology  program  on 

“Problems  in  Histopathological  Diagnosis  of  Neoplasms  of  the  Skin:  Selected  Case 
Material”  will  be  presented  November  15,  1975.  For  information  contact  the  sponsor: 

The  University  of  Texas  System  Cancer  Center,  M.D.  Anderson  Hospital  and  Tumor  |i 
Institute,  Texas  Medical  Center,  Houston,  Texas  77025. 


Chest  Physician 
Course 


Course  on 
Depression 


The  American  College  of  Chest  Physicians  will  sponsor  a postgraduate  course  on 
“Cardiovascular  and  Pulmonary  Function  in  Ischemic  Heart  Disease,”  December  3-5, 
1975,  in  San  Juan,  Puerto  Rico.  Formal  pi-esentations  on  relevant  topics  will  be 
followed  by  group  panel  discussions.  For  information  contact:  Mr.  Dale  E.  Braddy, 
Director,  Continuing  Education,  American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  Illinois  60068. 

A course  on  “Phenomenology  and  Treatment  of  Depression,”  sponsored  by  Baylor  Col- 
lege of  Medicine  will  be  held  December  4-5,  1975,  at  the  Shamrock  Hilton  Hotel,  Hous- 
ton, Texas.  Current  information  on  the  nature  and  management  of  depressive  disorders 
will  be  presented.  For  infoimation  contact:  Fred  M.  Taylor,  M.D.,  Director,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston, 
Texas  77025.  Telephone  (713)  790-4941. 
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Advertisements  under  the  Classified  Ad  Section  are  charged  at  the  rate  of  30  words  or  less,  set 
solid.  One  insertion  $4.00.  Call  the  Journal  office,  658-7596  for  further  information  or  placement. 
All  advertisements  are  payable  in  advance.  The  Editorial  Board  reserves  the  right  to  edit  copy. 
Closing  date  for  new  copy  is  the  first  of  the  month  for  inclusion  in  the  current  issue. 

Classified  advertisements  of  a professional  nature  are  free  to  members. 


INTERNIST:  Available  July  1,  1976.  Board-Eligible. 
Background  in  Oncology.  Prefers  group  hospital- 
based  practice  in  an  area  with  a population  of  25,000 
to  40,000.  Permanent  US  resident.  American  i-esi- 
dency  and  fellowship. 

UROLOGIST:  Available  June,  1976.  Board-Eligible. 
Permanent  US  resident.  Interested  in  solo,  associ- 
ate, 01’  gi'oup  practice. 


INTERNIST:  Available  August,  1976.  Finishing  two- 
year  fellowship  in  Gastroenterology  at  Wayne  State 
University.  Board-Eligible.  Interested  in  associate 
or  group  pi'actice. 

OPHTHALMOLOGIST:  Available  July,  1976.  Board- 
Eligible.  Has  completed  military  obligation.  Gradu- 
ate Jefferson  Medical  College,  1969.  Fellowship  in 
solai-  retinitis  and  pupillary  response. 
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^pond  to  one 


According  to  her  major 
ptoms,  she  is  a psychoneu- 
s patient  with  severe 
iety.  But  according  to  the 
:ription  she  gives  of  her 
ings,  part  of  the  problem 
' sound  like  depression, 
i is  because  her  problem, 
ough  primarily  one  of  ex- 
ive  anxiety,  is  often  accom- 
ied  by  depressive  symptom- 
ogy.  Valium  (diazepam) 
provide  relief  for  both— as 
jxcessive  anxiety  is  re- 
id,  the  depressive  symp- 
5 associated  with  it  are  also 
1 relieved. 

There  are  other  advan- 
s in  using  Valium  for  the 
agement  of  psychoneu- 
: anxiety  with  secondary 
essive symptoms:  the 
hotherapeutic  effect  of 
am  is  pronounced  and 
i.  This  means  that  im- 
ement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium' 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


iillance  because  of  their  predisposi- 
0 habituation  and  dependence.  In 
lancy,  lactation  or  women  of  child- 
;ng  age,  weigh  potential  benefit 
St  possible  hazard. 

'lutions:  If  combined  with  other  psy- 
Dpics  or  anticonvulsants,  consider 
Jlly  pharmacology  of  agents  em- 
d;  drugs  such  as  phenothiazines, 
tics,  barbiturates,  MAO  inhibitors 
■iher  antidepressants  may  potentiate 
jiion.  Usual  precautions  indicated  in 
(its  severely  depressed,  or  with  latent 
j ssion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


STATEMENT  ON  X-RAY  AND  MAMMOGRAPHY  AND  SCREENING 
FOR  BREAST  CANCER 


Leslie  W.  Whitney,  M.D. 


The  Breast  Screening  Project  at  the  Wil- 
mington Medical  Center’s  General  Division  is 
also  receiving  an  increasing  number  of  inquiries 
about  mammography  and  the  27  National 
Cancer  Institute-American  Cancer  Society 
(NCI-ACS)  sponsored  Breast  Cancer  Detec- 
tion Demonstration  Projects.  There  is  a con- 
troversy about  the  age  at  which  women  should 
have  annual  mammograms.  Some  statisticians 
and  epidemiologists  have  suggested  that  the 
benefits  of  mammography  in  detecting  breast 
cancer  in  premenopausal  women  under  age  50 
may  be  outweighed  by  the  hazards  of  annually 
exposing  these  women  to  radiation.  As  a 
result  of  these  suggestions,  the  NCI-ACS  has 
issued  a statement  on  x-ray  mammography 
and  screening  for  breast  cancer.  Parts  of  that 
statement  are  used  in  this  article. 

Breast  cancer  is  the  leading  cause  of  cancer 
death  among  women  today.  In  1975,  an  es- 
timated 88,000  new  cases  will  be  diagnosed  in 
American  women,  and  32,900  deaths  will  oc- 
cur. At  the  present  rate,  one  out  of  every 
fifteen  American  women  will  develop  breast 
cancer  at  some  time  during  their  lives.  The 
Wilmington  General  project  is  one  of  27  na- 
tional screening  projects  in  which  270,000 
American  women,  age  35  and  older,  are 
screened  annually  with  a physical  examination, 
x-ray,  and  thermography.  According  to  a re- 
port published  by  William  S.  Gray,  Chief  of 
the  Education  and  Technical  Reports  Branch 
of  the  Office  of  Cancer  Communications 

Dr.  Whitney  is  Director  of  the  Delaware  Cancer  Network. 


(NCI),  preliminary  data  from  the  NCI-ACS 
Scieening  Projects  show  an  improved  rate  of 
detecting  breast  cancer  in  an  early  stage  when 
treatment  may  be  more  effective.  Of  the  first 
669  cancers  detected  among  women  screened, 
79.5''/  have  no  evidence  of  axillary  lymph 
node  involvement. 

Other  statistics  for  the  US  overall  have  indi- 
cated that  breast  cancer  is  detected  at  the 
stage  of  negative,  cancer-free  nodes  in  only 
about  45'/  of  newly  diagnosed  cases.  Pa- 
tients with  negative  nodes  are  known  to  have 
significantly  improved  chances  for  long-term 
survival  and  cure.  These  screening  programs 
are  based  on  tbe  success  of  the  Health  Insur- 
ance Plan  (HIP)  study  of  1963.  This  study 
showed  that  the  combination  of  physical  ex- 
amination and  x-ray  mammography  in  breast 
cancer  screening  increased  the  rate  of  long- 
term survival  after  detection  of  breast  cancer. 
This  study  also  showed  a one-third  reduction 
in  breast  cancer  deaths  over  a five-year  follow- 
up period  in  a matched  group  of  patients,  each 
including  3,100  women.  One  group  received 
routine  screening  and  the  other  only  compre- 
hensive medical  care.  One-third  of  the  breast 
cancers  detected  in  the  screening  group  were 
found  by  x-ray  mammography  before  the 
tumors  were  large  enough  to  be  detected  physi- 
cally. This  roughly  parallels  the  experience 
in  the  Wilmington  project. 

The  increased  survival  in  the  HIP  study 
was  chiefly  in  women  aged  50  and  older.  The 
death  rate  from  breast  cancer  in  women  under 


*An  NCI-suppoi'ted  agency  located  at  1200  Jefferson  SAeet,  Wilmington,  Delaware  19801.  Tel.  (302)  428-2113. 
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The  path  you  take  now 
could  double  your  retirement  income 


Start  your  Individual  Retirement  Account... 
with  the  help  of  Wilmington  Trust 

If  you're  self-employed  or  working  for  a company  that 
doesn't  have  a pension  program,  you  can  make  a 
choice  now  that  could  double  your  income  when  you 
retire. 

While  the  benefits  will  vary  with  age,  tax  bracket  and 
years  to  retirement,  consider  this  example.  You're  30, 
expect  to  retire  at  65,  and  your  present  tax  bracket  is 
25%.  If  you  put  away  $1 ,000  a year  in  a tax-sheltered 
Individual  Retirement  Account  at  Wilmington  Trust, 
starting  now,  you  can  receive  on  retirement,  $12,419 
after-tax  income  each  year  for  life*— or  for  10  years, 
whichever  is  longer.  If,  instead,  you  set  aside  the  same 
amount  of  income  at  the  same  rate  of  interest,  but 
without  the  tax-saving  benefits  of  an  IRA  account, 
your  annual  after-tax  retirement  income  will  be  only 
$6,893*!  Quite  a difference,  isn't  it. 

To  find  out  all  the  benefits  of  an  IRA  for  you,  fill  in 
and  mail  the  coupon  below.  We  ll  show  you  a custom- 
ized chart  detailing  precisely  the  extra  income  you 
can  enjoy  on  your  retirement. 

•Assumes  purchase,  with  the  money  accumulated  at  age  65,  of  a life 
annuity  contract  (guaranteed  1 0 years)  trom  your  insurance  agent. 

There  are  no  fees  or  charges  for  these  retirement  accounts 


Complete  and  mail  this  coupon  and  we  ll  show  you 
what  your  retirement  savings  can  amount  to: 


Name 

Address ^ 

City State Zip 

Telephone 

Present  age Expected  retirement  age 

Your  top  tax  bracket % 

You  tell  us: 

A The  amount  you  will  put  away  each  month:  $ 

We  ll  tell  you  what  your  retirement  income  could  be. 
or 

B.  The  retirement  income  you  would  like  each  month: 

$ 

We  ll  tell  you  approximately  how  much  you'll  have  to 
save  to  do  this 

Check  one:  Self-Employed  O 

Employee  not  covered  by  a Pension 
or  Profit-Sharing  Plan  □ 

Mail  this  coupon  to:  Savings  Division.  Wilmington  Trust, 
Wilmington.  Delaware  19899 
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age  50  is  about  the  same  for  women  in  the 
screening  group  as  for  those  receiving  conven- 
tional medical  diagnosis  and  treatment.  Among 
women  aged  40  to  49  only  about  one-fifth  of 
the  breast  cancers  detected  by  screening  were 
found  by  x-ray  mammography  alone.  Thus, 
questions  were  raised  about  the  desirability  of 
s-ray  mammography  screening  for  women  un- 
der age  50. 

Recent  data  from  the  NCI-ACS  nationwide 
Projects  indicate  that  x-ray  mammography 
may  also  benefit  younger  women.  In  the  can- 
cers detected  in  the  under  50  age  group,  72.5% 
have  had  negative  nodes.  Women  in  the  under 
50  group  represent  half  of  the  screening  re- 
ported and  have  accounted  for  30%  of  the 
breast  cancers  discovered.  The  increased  de- 
tection of  early  breast  cancer  at  the  present 
screening  programs  results  in  large  measure 
from  the  improvement  in  the  quality  of  x-ray 
images  since  the  HIP  studies  some  ten  years 
ago.  Current  machines  are  better  able  to  de- 
tect abnormal  changes  in  the  dense  tissues  of 
the  breast  of  premenopausal  women  in  the  35 
to  49  age  group. 

The  radiation  doses  used  in  Xeroradiography 
and  low-dose  mammography  in  the  NCI-ACS 
Projects  are  four-  to  tenfold  lower  than  the 
doses  employed  in  the  HIP  study.  A new 
radiation  detection  device  developed  at  Me- 
morial-Sloan  Kettering  Cancer  Center  in  New 
York  has  permitted  NCI  scientists  to  record 
radiation  levels  with  much  greater  accuracy 
than  in  the  past.  This  has  permitted  moni- 
toring of  all  facilities,  reduction  of  radiation 
I dose,  and  improved  image  quality. 

I The  evidence  for  increased  breast  cancer 
;i  among  the  radiated  patients  is  based  on  two 
I experiences:  the  atomic  bomb  explosion  of 
Hiroshima  and  the  use  of  unmonitored  fluoro- 
i scopy  for  pneumothorax  in  the  treatment  of 
I tuberculosis  coupled  with  an  additional  study 
jl  from  Rochester  using  large  doses  of  radiation 
for  treatment  of  chronic  mastitis. 

1 

1 Nevertheless,  exposing  large  segments  of  the 
I population  to  ionizing  radiation  must  be  made 
it  with  caution.  It  is  felt,  however,  by  NCI-ACS 
that  the  benefits  derived  from  ionizing  radia- 

^ November,  1975 


tion  for  breast  cancer  detection  far  outweigh 
the  risk  involved.  The  reduction  of  radiation 
exposure  is  a function  of  the  number  of  factors, 
including  equipment,  technique,  and  careful 
attention  to  education  and  training.  Equip- 
ment under  development  will  continue  to  bring 
future  improvements  and  will  help  to  support 
the  downward  trend  in  exposure  while  sacri- 
ficing nothing  in  medical  information. 

At  any  rate,  the  radiation  exposure  used  in 
the  Breast  Cancer  Detection  Demonstration 
Projects  is  much  lower  than  that  estimated 
for  the  Hiroshima  experience  or  in  the  treat- 
ment of  mastitis  and  in  the  fluoroscopy  of 
tubercular  women.  The  report  of  the  National 
Cancer  Institute  has  outlined  the  following 
initiatives  to  improve  breast  cancer  detection 
and  reduce  screening  risks: 

• Investigation  of  the  use  of  equipment  not 
employing  ionizing  radiation  in  breast 
cancer  detection,  eg,  thermography  and 
ultrasound  waves 

• Investigation  of  radiological  devices  and 
equipment  using  even  lower  radiation 
doses  while  providing  improved  image 
quality 

• More  than  annual  investigations  of  the 
effects  of  screening 

• Education  of  physicians  and  other  health 
professionals  in  the  use  of  mammography 
and  other  diagnostic  techniques  of  breast 
cancer  to  insure  that  adequate  radiation 
practices  are  in  effect 

• Surveying  of  sites  and  facilities  by  medical 
physicists  to  assure  that  adequate  radi- 
ation protection  practices  are  in  effect. 
The  groups  that  have  been  involved  in  the 
development  and  implementation  of  this 
national  program  include  the  American 
College  of  Radiology  and  the  American 
Association  of  Physicists  in  Medicine. 

I am  convinced  that  the  benefits  of  early 
detection  at  the  present  time  outweigh  the 
radiation  hazards,  and  I have  advised  my  wife 
and  friends  to  continue  in  the  screening  pro- 
gram. 
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Rs  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 

If  you'd  like  to  know  exactly  how  much  protection  you  need, 
call  today.  Your  Montgomery  Man  will  arrange  for  your  business 
to  have  a complete  Insurance  survey. 

J.A. 

In  Wilmington  (Main  office)  Du  Pont  Building  • 10th  & Orange  Streets G58-6471 

(Branch  Office)  1414  N.  Du  Pont  Street 658-6471 

In  Dover  (Branch  Office)  Bank  of  Delaware  Building  674-3707 

For  the  best  insurance  plan  . . . call  a Montgomery  Man! 


YOUR  HELP  IS  NEEDED 


By  this  time  each  of  you  is  aware  of  the 
pending  legislation  dealing  with  malpractice 
insurance  that  the  Delaware  General  Assembly 
is  expected  to  consider  when  it  reconvenes  in 
January. 

Every  physician  and  health  care  provider 
should  make  it  a point  to  have  read  and  di- 
gested the  proposed  bill  which  was  drafted  by 
the  Medical  Society  of  Delaware,  the  Asso- 
ciation of  Delaware  Hospitals,  representatives 
of  the  insurance  industry  and  others. 

See  page  671  for  proposed  legislation. 

If  we  are  to  resolve  the  malpractice  crisis 
in  a way  that  will  not  see  the  cost  of  insurance 
escalate  beyond  all  reasonable  bounds,  it  is 
imperative  to  achieve  legislative  action  in 
1976. 

But  our  legislators  do  not  and  cannot  oper- 
ate in  a vacuum.  Most  of  them  are  deeply 
conscientious  men  and  women  as  anxious  to 
see  a resolution  of  the  problem  as  are  those 
directly  concerned  because  they  realize  fully 
that  failure  to  deal  with  it  will  inevitably  re- 
sult in  much  higher  charges  for  medical  care. 

It  is  therefore  important  that  they  be  made 
aware  of  your  point  of  view.  With  that  in 
mind  I suggest  that  if  you  have  not  done  so, 
you  promptly  call  the  Senator  and  Representa- 
tive in  your  district  and  urge  his  or  her  positive 
support  for  the  bill  which  has  been  drafted  for 


introduction  in  January.  If  they  have  ques- 
tions, undertake  to  answer  them  honestly  and 
fully,  and  if  you  do  not  know  the  answer  see 
that  you  get  it  from  the  Medical  Society  office. 

There  are  some  spokesmen  advocating  that 
the  House  of  Representatives  reconvene  in 
1975  to  act  upon  SB365  which  has  already 
been  approved  in  the  Senate.  While  we  have 
no  objection  to  the  principle  of  that  legisla- 
tion to  the  extent  that  we  have  even  incorpor- 
ated it  in  our  own  bill,  it  is  our  view  that  it 
is  only  a temporary  solution. 

Accordingly,  in  your  conversations  with  your 
legislators  you  should  respectfully  urge  them 
to  take  the  long-range  view  and  deal  with  the 
more  comprehensive  legislation. 

Worthwhile  things  are  never  achieved  easily 
and  this  will  prove  no  exception.  Only  by 
acting  in  concerned  unanimity  can  we  convey 
the  true  extent  and  magnitude  of  this  crisis 
to  the  public  at  large  and  through  them  to 
our  General  Assembly. 

The  matter  deserves  your  priority  attention, 
and  I trust  that  your  cooperation  will  be 
promptly  forthcoming.  There  is  no  time  for 
delay. 


A? 
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look  out  for  your  interest. 


Where  all  savings  accounts 
are  compounded  continuously 
to  earn  the  highest  effecti\e 
yield  allowed  by  law. 
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Early  withdrawal  from  investment  accounts 
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Wilmington:  9th  and  Tatnall  Streets  Graylyn  and  Midway  Shopping  Centers  ■ (302)  658-6881 

Newark:  Polly  Drummond  Shop.  Ctr.  (302)  658  6881  ■ Dover:  1555  S.  Governors  Ave.  (302)  674  3214 


HOMEMAKERS^  is 
a national  organization 
of  home  and  health 
care  personnel. 

...at  home 
or  in  the 
hospital, 
whenever 
you  need  help 

HOMEMAKERS®  provides  help  through  an  almost 
unlimited  variety  of  health  care  services  per- 
formed by  skilled,  qualified  personnel  . . . 

LICENSED  AND  PRACTICAL  NURSE,  VISITING 
HOME  MANAGER  AND  COMPANION.  HOME- 
MAKERS® professionals  are  available  when  you 
need  them  — a day  or  a month  — on  a regular 
schedule  or  just  when  you  call. 

HOMEMAKERS 
656-2551 


HOMEMAKERS’ 

Home  and  Health  Care  Services 


DELRO 

ONE  YEAR  LATER 


After  slightly  more  than  a year  of  operation, 
Delaware’s  Professional  Services  Review  Or- 
ganization is  still  in  the  so-called  “planning” 
stage.  This  is  at  least  in  part  the  result  of 
slowed  down  federal  funding  and  in  part  the 
result  of  a wait-and-see  attitude  on  the  part 
of  Delaware  physicians  and  hospitals. 


patient  confidentiality,  once  perceived  in 
PSRO,  has  been  mitigated  by  the  realization 
that  problems  can  be  handled  with  adequate 
care  and  safeguards.  Whether  rightly  or 
wrongly,  PSRO  is  looked  upon  in  some  quar- 
ters for  amelioration  of  the  malpractice  prob- 
lem. 


PSRO  here  is  now  embodied  in  Delaware 
Review  Organization  (DELRO),  which  was  a 
spin-off  from  the  Delaware  Foundation  for 
Medical  Care,  an  organization  having  some- 
what broader  objects  and  purposes,  and  now 
existing  on  paper,  though  still  viable.  The 
spin-off  was  necessitated  by  government  regu- 
lations which  required  that  the  PSRO  organi- 
zations be  limited  to  the  peer  review  function 
only. 

It  is  perhaps  not  entirely  without  symbolic 
' significance,  though  the  move  was  made  largely 
for  practical  reasons,  that  DELRO’s  adminis- 
trative offices  have  left  the  Academy  of  Medi- 
! cine  and  are  now  located  in  the  Delaware 
f Trust  Building.  It  is  felt  that  PSRO’s  should 
|i  not  be  too  closely  identified  with  county  or 
state  medical  societies,  or  other  professional 
I groups. 

I The  American  Medical  Association  success 
|i  in  the  utilization  suit  has  produced  a feeling 
i that  the  intervention  of  the  courts  is  available 
: to  control  excesses.  The  threat  to  physician- 


Certain  dilemmas  are  involved  in  PSRO. 
Will  the  emphasis  be  on  cost  containment  or 
on  quality  care?  Will  PSRO  lead  to  unneces- 
sarily defensive  medicine  thereby  boosting 
costs  needlessly?  Will  necessary  patient  care 
be  curtailed  in  order  to  fit  into  the  norms 
devised  by  federal  bureaucrats? 

Though  the  PSRO  activity  has  not  yet  in- 
truded greatly  into  daily  professional  life,  some 
of  its  original  negative  spectres  remain.  Yet 
there  is  evidence  that  physicians  generally  do 
not  fear  as  greatly  this  supposed  threat  to  pro- 
fessional independence  as  they  formerly  did, 
recognizing  that  there  are  worse  alternatives 
to  peer  review. 


Physicians  should  continue  their  militancy 
in  dealing  with  PSRO’s. 
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MARYLAND 


Professional  Clinical  Laboratories,  Inc.,  of  Wilming- 
ton, Delaware  now  has  four  branches  to  serve  you.  They 
are  located  in  Wilmington,  Newark,  and  Dover,  with  a 
subsidiary  laboratory  in  Downington,  Pennsylvania.  (All 
laboratories  are  state  licensed  and  have  Medicaid  and 
Medicare  approval.  The  main  laboratory  in  Wilmington 
is  federally  licensed.) 

The  Laboratory  offers  a full  range  of  services  to  the 
medical  and  industrial  community  including;  histology. 


WILMINGTON  Professional  Clinical  Laboratories,  | 
Inc.,  Suite  202  Professional  Bldg.,  Augustine  Cut- 
Off  655-9621  Hours:  MONDAY-FRIDAY  8-5  PM 
and  SATURDAY  8-12  NOON. 

NEWARK  Professional  Clinical  Laboratories,  Inc.,  j 
Medical  Bldg.,  327  E.  Main  St.  737-4550  HOURS:  ; 

MONDAY-FRIDAY 8-5  PM  and  SATURDAY8-12NOON 

I 

DOVER  Professional  Clinical  Laboratories,  Inc., 
1001  S.  Bradford  St.  678-2796  HOURS:  MONDAY-  - 
FRIDAY  8-5  PM  and  SATURDAY  8-12  NOON 

DOWNINGTOWN  Downingtown  Medical  Labora- 
tory, Inc.,  308  E.  Lancaster  Ave.  269-5115  HOURS:  j 
MON  DAY-  FR I DAY  8-  5 PM  a nd  SATU  R DAY  8- 1 2 N OON  i 

I PICK-UP  New  Castle  County,  area  sur-  I 
rounding  Dover,  Smyrna  and  Downingtown.  ii 
Specimen  pick-up  is  available  upon  request  by  ; 
contacting  the  laboratory  (302-655-9621). 

■MIlllBlllMIllllMM  Xiail  IILI IIULU  ll.Uim.lL  1 Ul.,JillLI 


cytology,  bacteriology,  chemistry,  hematology,  immuni 
hematology,  chemistry  profiles  (SMA  12/60),  automate! 
gas  chromatography,  thin-layer  chromatography,  drJ^ 
screening,  and  electrocardiography.  I 

In  addition  to  the  above  procedure,  audiographs 
screening  service  for  industry  is  now  available.  j 
For  your  convenience,  daily  pick-up  of  specimerj 
within  the  range  of  the  laboratory  branches  is  provide| 


PROFESSIONU  CLINICU  LlBORIIIOIIIEIi.  INC.  ; 


Professional  Building  Suite  202  • Augustine  Cut-off  Wilmington,  Delaware  19803  • PHONE:  302  - 65s| 
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[DRUG  HYPERSENSITIVITY - 

PREVENTION,  DIAGNOSIS,  AND  MANAGEMENT 

i 

i 

I 

, N,  Franklin  Adkinson,  Jr.,  M.D. 


Allergic  drug  reactions  are  estimated  to 
^comprise  about  25%  of  all  adverse  drug  re- 
actions. This  presentation  will  consider  some 
aspects  of  the  diagnosis  and  management  and 
prevention  of  allergic  drug  reactions,  with 
iipecial  reference  to  the  penicillins,  which  each 
year  in  the  United  States  are  thought  to  be 
responsible  for  greater  than  90%  of  all  allergic 
Irug  reactions.  Furthermore,  penicillin  causes 
•7%  of  the  estimated  300  anaphylactic  deaths 
resulting  from  drug  administration  in  this 
itountry  every  year. 


j'  These  statistics  reflect  two  facts:  penicillin 
a relatively  highly  antigenic  drug  and  peni- 
[iillin  is  virtually  ubiquitous.  In  1965  in  this 

Iliountry,  production  of  penicillin  was  equiva- 
pnt  to  2 billion  doses  of  600,000  units  each, 
|r  ten  penicillin  doses  for  every  man,  woman, 
nd  child  in  the  United  States.  In  addition, 
bout  97%  of  the  general  population  has  been 
aown  to  possess  circulating  anti-penicillin 
ntibodies,  reflecting  tbe  fact  that  if  one 
scapes  penicillin  administration  via  a phy- 

Dr.  Adkinson  is  in  the  Clinical  Immunology  Division  and  As- 
itant  Professor  of  Medicine  at  the  Johns  Hopkins  University 
hool  of  Medicine. 


Phis  paper  was  adapted  from  a presentation  to  the  Department 
Medicine,  Wilmington  Medical  Center. 


sician,  exposure  is  made  virtually  certain  by 
environmental  contamination  such  as  in  cow’s 
milk  and  in  the  air  of  hospital  corridors. 

Incidence  of  Allergic  Reactions 

Estimates  of  the  incidence  of  allergic  reac- 
tions to  penicillin  vary  between  1%  and  10%, 
1%  more  closely  approximating  the  incidence 
in  large  outpatient  groups  while  the  incidence 
among  hospitalized  patients  may  approach 
10%.  Of  this  number  a much  smaller  fraction 
will  experience  life-threatening  reactions. 

Data  such  as  shown  in  Figure  1 suggest  that 
the  average  clinician  will  during  the  course  of 
a forty-year  practice  have  at  least  one  of  his 
patients  die  as  a direct  result  of  penicillin 
anaphylaxis.  This  is  quite  a sobering  fact  in 
itself,  to  say  nothing  of  the  gray  hairs  he  will 
accumulate  in  successfully  treating  the  15  or 
so  cases  of  non-fatal  anaphylaxis  which  he  will 
see,  or  the  700  cases  of  morbilliform  eruptions, 
urticarias,  serum  sickness,  hemolytic  anemias, 
and  the  like  which  he  will  witness  as  a result 
of  his  penicillin  prescriptions. 

What  Makes  a Drug  Allergenic 

It  is  therefore  not  difficult  to  understand 
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FIGURE  1 

ALLERGIC  REACTIONS  TO  PENICILLIN 
Incidence 

Of  100,000  patients  in  the  population  at  large  who  receive 
penicillin  therapy; 

— 1300  will  experience  a reaction  of  one  form  or  another 
(1.3%) 

— 30  of  these  will  have  an  anaphylactic  reaction  (0.03%) 

— 2 of  these  will  die  (0.002%) 

why  the  story  of  drug  allergy  and  penicillin 
allergy  are  one  and  the  same,  and  most  of 
what  we  know  immunologically  and  clinically 
about  allergic  drug  reactions  has  been  derived 
from  studies  of  penicillin  hypersensitivity.  Let 
us  turn  first  to  the  question  of  what  makes  a 
drug  allergenic. 

Most  drugs  are  simple  chemicals,  or  haptens, 
of  molecular  weight  less  than  1,000  and  as  such 
must  form  conjugates  with  carrier  molecules  in 
order  to  induce  an  immune  response  toward 
the  hapten.  This  was  first  observed  by  Karl 


Landsteiner  and  subsequently  pursued  bj 
Henry  Eisen,  who  spent  several  decades  study, 
ing  the  immunochemistry  of  simple  chemicals 
He  established  an  important  basic  principk 
which  I have  dubbed  “Eisen’s  Principle”: 
There  exists  a direct  correlation  between  th< 
rate  of  conjugation  with  proteins  as  measurec 
in  vitro  and  the  frequency  of  induction  of  sen 
sitization  by  the  simple  chemical  itself  in  vivo 

All  experimental  evidence  to  date  is  in  agree 
ment  on  this  point:  that  the  ability  of 
simple  chemical  to  induce  an  immune  responst 
depends  upon  its  ability  to  conjugate  in  vivt 
irreversibly  with  carrier  molecules,  usuallj 
proteins. 

A simple  corollary  of  this  principle  is  thai 
drugs  which  bind  to  proteins  irreversibly  ir 
vivo  will  be  immunogenic;  those  which  do  not 
have  such  a propensity  will  not  be  immune 
genic,  and  thus  cannot  be  allergenic.  The  ap' 
parent  exceptions  to  this  rule  have  been  showr 
to  elicit  an  immune  response  either  by  virtue  o; 


FIGURE  2 

FORMATION  OF  PENICILLIN  ANTIGEN  //V  VIVO 
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FIGURE  3 
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the  presence  of  an  immunogenic  contaminant, 
' or  by  metabolic  degradation  to  intermediate 
I substances  which  do  link  irreversibly  to  pro- 
teins. 


The  best  studied  example  of  this  relation- 
i ship  between  the  protein  reactivity  and  im- 
I munogenicity  of  a drug  is  again  penicillin.  As 
i shown  in  Figure  2,  the  penicillin  group  of 
I drugs  is  known  to  react  rapidly  with  the  ep- 
i silon  amino  group  of  lysine  residues  of  serum 
I proteins  to  form  a penicilloyl-protein  conju- 
i gate.  This  conjugate  is  the  ligand  specificity 
I toward  which  more  than  98%  of  all  anti-peni- 
I cillin  antibodies  are  directed.  Alternatively, 

I the  penicillin  molecule  may  slowly  isomerize  to 
ij  penicillenic  acid  and  then  react  wth  lysine 

r residues  to  form  the  penicilloyl  group  (or  ma- 
)|j  jor  antigenic  determinant),  or  the  penicillenic 
f acid  intermediate  may  react  in  a number  of 
;C  other  ways  with  serum  proteins  to  form  any 
number  of  other  covalent  penicillin-protein 
.1  linkages  known  collectively  as  the  minor  deter- 
fr  minants.  This  penicillin-protein  linkage  is  not 
Man  idiosyncratic  reaction  which  occurs  only  in 

I I patients  who  develop  penicillin  allergy,  but  a 
M normal  biochemical  occurrence  in  virtually 
M everyone  who  receives  the  drug.  High  titer 

antibody  against  the  major  determinant  (ie, 

!'  the  penicilloyl-protein  ligand)  can  be  regularly 
found  in  tbe  serum  of  every  patient  receiving 
B ) penicillin  drugs. 


It  might  now  logically  be  asked,  that  where- 
as given  a drug  such  as  penicillin  which  readily 
forms  conjugates  and  initiates  an  immune  re- 
sponse in  almost  everyone  who  receives  it, 
why  doesn’t  everyone  develop  an  allergic  drug 
reaction  upon  subsequent  exposure?  This  fre- 
quently observed  discrepancy  between  the  im- 
munogenicity  of  a substance  and  its  aller- 
genicity is  a basic  problem  for  immunology  in 
general,  and  one  which  has  yet  to  be  answered 
fully.  There  exists,  however,  a tentative  hy- 
pothesis which  attempts  to  explain  why  all 
patients  do  not  experience  drug  allergies.  Some 
aspects  of  this  hypothesis  are  depicted  dia- 
grammatically  in  Figure  3.  It  begins  with  xhe 
generally  accepted  fact  that  hapten-conjugates 
must  be  multivalent  in  order  to  trigger  an  al- 
lergic response. 

The  conjugation  of  drug  to  protein  occurs 
relatively  slowly  so  that  the  multivalent  anti- 
gens are  always  greatly  outnumbered  by  the 
free  drug.  The  free  hapten  serves  to  competi- 
tively inhibit  any  binding  of  the  multivalent 
antigen  to  immunoglobulin  molecules  on  im- 
mune cell  surfaces.  This  hypothesis  also  ex- 
plains why  skin  tests  with  simple  chemicals 
such  as  drugs  themselves  are  often  negative 
in  face  of  unquestioned  sensitivity  to  the  drug; 
use  of  the  appropriate  multivalent  hapten-pro- 
tein conjugates  in  the  absence  of  excess  bapten 
drug  usually  can  be  expected  to  elicit  skin  re- 
activity. 

This  was  the  rationale  for  the  development 
of  the  synthetic  penicillin  derivative — penicil- 
loyl polylysine — for  use  in  skin  testing  for  pen- 
icillin allergy.  In  the  absence  of  excess  free 
hapten  (ie,  penicillin  itself),  the  multivalent 
penicilloyl  substituted  polylysine  chain  is  cap- 
able of  eliciting  a positive  skin  test  in  a ma- 
jority of  patients  with  penicillin  hypersensi- 
tivity. Yet  the  fact  that  PPL  does  not  elicit  a 
positive  skin  test  in  all  patients  who  receive 
penicillin,  suggests  that  there  must  be  more 
to  protection  from  drug  allergy  than  hapten 
inhibition  alone. 

Recently,  several  investigators  have  pro- 
vided evidence  that  IgG  penicillin  antibodies 
may  exert  a protective  effect  by  blocking  the 
union  of  multivalent  penicillin  antigen  with 
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FIGURE  4 

FACTORS  INFLUENCING  THE  DEVELOPMENT 
OF  DRUG  HYPERSENSIVITY 

1.  Chemical  structure  and  reactivity  of  drug 

2.  Cross  reactivity  with  other  sensitizers 

3.  Dosage,  duration  of  therapy,  number  of  courses 

of  therapy 

4.  Mode  of  administration  of  drug 

5.  Use  of  additives  and  solvents 

6.  Patient  factors; 

- History  of  prior  drug  sensitivity 
-Atopy  (esp.  asthmatics) 

-Age 

-Genetic  factors  controlling  drug  metabolism 
or  immune  response 

-Underlying  disease  affecting  metabolism  or 
excretion  of  drug 

its  cell  bound  immunoglobulin  receptor.  This 
union  of  antigen  with  cell  bound  IgE  antibody 
is  thought  to  be  the  critical  event  in  the  initia- 
tion of  reaginic  allergy.  Clearly,  however, 
much  remains  to  be  learned  about  these 
homeostatic  mechanisms  within  the  immune 
system. 

Allergic  Drug  Reactions 

We’re  left  with  the  problem  of  explaining 
what  goes  awry  in  the  patient  who  does  suffer 
an  allergic  drug  reaction.  Several  possible  ex- 
planations have  gathered  support. 

It  may  be  that  some  drugs  polymerize  in 
vitro  to  form  multivalent  antigens,  which, 
when  injected,  would  be  able  to  initiate  an 
immediate  allergic  reaction.  Thus,  one  might 
surmise  that  the  accumulation  of  polymers  in 
drug  solutions  might  be  responsible  for  many 
or  most  anaphylactic  drug  reactions.  Unfor- 
tunately, though  it’s  a thoughtful  idea,  I know 
of  no  direct  evidence  to  suggest  that  this 
mechanism  is  responsible  for  most  drug  ana- 
phylaxis in  man. 

Second,  macromolecular  protein  contami- 
nants present  in  even  minute  amounts  in  drug 
preparations  might  allow  the  formation  of  mul- 
tivalent conjugates  in  vitro  before  administra- 
tion and  thus  initiate  acute  anaphylaxis  when 
given  to  a sensitized  individual. 

Several  years  back  two  independent  labora- 
tories reported  finding  such  trace  proteinacious 


contaminants  in  commercial  preparations  of 
penicillins.  These  proteins  were  penicillin  sub-  j 
stituted  and  capable  of  eliciting  positive  skin  ' 
tests.  The  investigators  were,  however,  unable 
to  show  that  ultrapurification  of  penicillin  ; 
converted  all  positive  skin  tests  to  negative 
ones.  This  suggests  that  while  such  contami- 
nants may  contribute  to  the  incidence  of  peni-  ; 
cillin  anaphylaxis,  they  do  not  totally  account  ; 
for  it.  I do  believe,  however,  that  the  possible 
relationship  between  protein  contaminants  and  i 
drug  anaphylaxis  deserves  more  attention.  j 
Development  of  Drug  Hypersensitivity 

I 

Thus  far  we  have  discussed  only  the  drug 
and  the  immune  response  to  it  in  our  search  ' 
for  an  answer  to  the  question  of  why  some  per-  i ji 
sons  experience  allergic  drug  reactions  and  J 
others  do  not.  Let  us  now  consider  other  fac-  ' \ 
tors  which  influence  the  development  of  an 
allergic  state.  These  are  listed  in  Figure  4. 

The  first  factor,  namely,  the  chemical  reac-  : | 
tivity  of  a drug,  we  have  already  discussed.  , 

Secondly,  drugs  which  have  cross-reacting  i 
antigenic  specificities  such  as  do  the  penicillins  j 
and  the  cephalosporins  can  result  in  cross-sen-  i 
sitization  and  crossed  allergic  responses.  Other  I 
clinically  important  examples  of  cross-reac- 
tivity include  the  chemical  similarity  between  i 
procaine,  paraminosalicylic  acid  (PAS),  sulfa- 
nilamide, and  sulfadiazine;  between  sulfona-  ; 
mides  and  related  compounds  such  as  sulfony-  : 
lurea  hypoglycemia  agents,  thiazide  diuretics, 
and  carbonic  anbydrase  inhibitors;  and  among  ' 
the  phenothiazine  derivatives  such  as  chlor- 
promazine,  promazine,  trifluoperazine,  and 
thioridazine.  The  range  of  cross-sensitization  | 
varies  immensely  among  individuals  and,  in 
general,  is  not  predictable.  Nevertheless,  it 
is  safest  to  substitute  drugs  of  entirely  differ- 
ent chemical  composition  once  a suspected 
hypersensitivity  reaction  has  occurred. 

Concerning  the  factors  listed  under  item  3,  ij 
there  is  some  epidemiological  evidence  'to  sug- 
gest that  sensitization  is  more  likely  with 
higher  drug  doses  and  prolonged  administra-  ■ 
tion.  Of  greater  clinical  importance,  however, 
are  repeated  intermittent  courses  of  therapy,  j 
which  seem  likely  to  enhance  sensitization.  j 

Fourth,  it  is  clear  that  topical  application  | 
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of  allergic  drugs  such  as  penicillin  is  usually 
highly  sensitizing  and  to  be  avoided.  Further- 
more, it  is  widely  felt  that  oral  penicillin  is 
less  likely  to  engender  an  allergic  reaction 
than  that  given  by  the  parenteral  route. 

Fifth,  additives  and  solvents  such  as  oils  and 
emulsifiers  have  an  adjuvant  effect  on  the  im- 
mune system,  and  their  use  is  associated  with 
an  increased  incidence  of  allergic  reactions.  For 
this  reason,  depo-penicillin  in  oil  is  no  longer 
available. 

Finally,  there  are  patient  factors,  which  may 
in  the  end  provide  the  best  single  explanation 
of  why  some  patients  are  more  prone  to  allergic 
drug  reactions  than  others. 


Other  than  skin  tests,  there  are  only  three 
parameters  which  distinguish  reactors  from 
non-reaotors  to  penicillin.  The  first  is  a history 
of  past  reaction  to  penicillin,  which  increases 
the  likelihood  of  subsequent  allergic  response 
in  these  individuals  five  to  tenfold  over  those 
with  negative  histories.  The  second  is  atopy. 
The  incidence  of  some  penicillin  reactions 
among  atopic  patients  is  three  to  five  times 
that  of  non-atopic  individuals.  The  final 
factor  is  age.  The  incidence  of  drug  reactions 
increases  with  age,  and  in  general,  pediatric 
populations  have  substantially  lower  risks. 


I 


Other  patient  factors  which  deserve  consid- 
eration are  general  genetic  factors  which  may 
control  the  metabolism  of  drugs  or  the  overall 
immune  response  of  the  patient.  In  recent 
months  it  has  become  increasingly  clear  that 
in  man  as  well  as  laboratory  animals,  an  in- 
dividual’s quantitative  IgE  antibody  response 
to  antigenic  stimulation  is  under  direct  gene- 
tic control.  The  ability  to  recognize  and  re- 
spond to  various  antigenic  specificities  also 
varies  on  a genetic  basis  among  individuals. 
These  observations  suggest  the  possibility  that 
an  individual’s  genetic  background  may  be  a 
very  important  determinant  of  his  risk  of  de- 
veloping allergic  drug  reactions.  This  con- 
tinues to  be  an  exciting  frontier  of  ongoing 
research. 


Finally,  it  is  noteworthy  that  underlying 
) diseases  may  also  affect  the  metabolism  and 
t excretion  of  certain  drugs  and  thus  their  anti- 
genicity. 


Diagnostic  Aids 

We  now  turn  to  consider  the  diagnostic  aids 
which  may  be  helpful  in  establishing  a diag- 
nosis of  allergic  drug  reactions,  or  of  a drug 
hypersensitivity  state.  The  diagnosis  of  drug 
allergy  is  still  made  with  few  exceptions  on  the 
basis  of  history  alone.  This  state  of  affairs  is 
quite  unsatisfactory  — especially  in  cases  of 
multiple  drug  administration,  or  situations  in 
which  there  is  a need  to  give  a drug  thought 
to  have  been  responsible  for  an  allergic  drug 
reaction  in  the  past. 

A.  number  of  diagnostic  tests  have  been  pro- 
posed over  the  years  as  aids  in  the  recognition 
of  the  hypersensitive  state.  These  include 
direct  skin  tests,  provocative  tests,  and  a flock 
of  in  vitro  tests  requiring  blood  specimens 
from  the  patient.  This  latter  group  includes 
serum  assays  of  IgG  and  IgM  anti-penicillin 
antibodies,  basophil  degranulation  tests,  his- 
tamine release  from  human  leukocytes,  passive 
sensitization  using  monkey  skin,  lymphocyte 
activation  tests  and  a host  of  others.  Unfor- 
tunately none  of  these  experimental  techniques 
has  been  shown  to  provide  clinically  relevant 
information  that  cannot  be  more  reliably  ob- 
tained with  direct  penicillin  skin  tests.  I have 
strong  hopes  that  in  the  near  future,  serum 
assays  for  drug  specific  IgE  antibodies  may 
provide  a suitable  replacement  for  skin  tests 
for  drug  allergy  But  as  yet  they  haven’t,  and 
for  this  reason  I would  like  to  devote  some 
time  to  the  proper  use  of  skin  testing  for  peni- 
cillin allergy. 

Proper  Use  of  Skin  Testing 

Skin  tests  detect  the  presence  of  reaginic 
or  IgE  antibodies,  which  are  thought  to  medi- 
ate the  anaphylactic  and  immediate  urticarial 
forms  of  drug  reactions.  A positive  skin  test 
using  a drug  or  one  of  its  known  metabolites, 
may  be  taken  as  strong  evidence  of  a hyper- 
sensitivity state.  The  problem  with  skin  tests 
for  drug  allergy  is  the  appropriate  interpreta- 
tion of  a negative  result.  Falsely  negative 
skin  tests  may  occur  if  the  drug  used  is  not 
sufficiently  reactive  in  vivo  to  produce  the 
required  multivalent  hapten-protein  conju- 
gates fast  enough  to  overcome  the  hapten  in- 
hibition by  the  simple  drug  itself.  The  answer 
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FIGURE  5 


AMERICAN  ACADEMY  OF  ALLERGY 
PENICILLIN  STUDY  GROUP 
"Correlation  of  History  and  Skin  Tests  " 
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to  this  problem  lies  in  finding  and  utilizing  the 
proper  drug-protein  conjugates  as  skin  test  re- 
agents. This  has  been  done  quite  successfully 
for  the  major  penicillin  antigenic  determinant 
in  the  form  of  penicillin-polylysine. 

A positive  PPL  skin  test  can  be  elicited  in 
most  cases  of  penicillin-induced  urticaria  and 
thus  is  a valuable  diagnostic  tool.  Falsely 
negative  skin  tests  with  PPL  sometimes  occur 
during  and  for  a short  time  after  the  urticaria, 
but  upon  retest  generally  turn  positive.  Fur- 
thermore, recent  evidence  has  accumulated  to 
suggest  that  a positive  PPL  skin  tesit  in  a pa- 
tient not  on  penicillin  therapy  strongly  sug- 
gests the  likelihood  of  an  urticarial  reaction 
if  penicillin  therapy  is  implemented. 

An  aittempt  has  been  made  to  concoct  a mix- 
ture of  highly  reactive  penicillin  metabolites 
for  use  in  skin  testing  for  IgE  antibody  di- 
rected against  so-called  minor  determinants  of 
penicillin.  This  mixture,  known  as  the  minor 
determinant  mixture  (MDM),  has  been  used 
in  recent  clinical  studies  to  replace  skin  testing 

FIGURE  6 

RESULTS  OF  PENICILLIN  THERAPY  IN  PATIENTS  WITH 
HISTORIES  OF  PRIOR  REACTIONS  TO  PENICILLIN 
II.  Adkinson  et  al.  (1971) 
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with  penicillin  itself,  as  it  has  been  found  that  ‘i 
a very  few  hypersensitive  patients  will  give  1 
positive  skin  tests  with  the  reactive  MDM  I 
mixture,  but  not  to  penicillin  alone.  Virtually  | 
all  patients  with  positive  skin  tests  to  peni-  || 
cillin  will  have  a postive  MDM  skin  test.  A i 
positive  skin  test  with  either  of  the  two  re-  H 
agents,  ie,  MDM  or  penicillin  itself,  is  inter-  a 
preted  identically  as  indicating  a propensity 
for  anaphylactic  reactions. 

We  may  get  a feeling  for  what  can  be  ex- 
pected with  the  use  of  penicillin  skin  tests  by 
examining  the  results  of  a recently  completed 
collaborative  study  sponsored  by  the  American 
Academy  of  Allergy  (Figure  5).  These  results 
agree  in  great  part  with  other  studies  using 
either  one  or  both  skin  itest  reagents. 

Figure  5 shows  the  correlation  of  positive 
skin  tests  with  penicillin  G and  penicilloyl 
polylysine  with  history  of  a past  penicillin  re- 
action. Looking  at  the  summary  data,  we  see  i 
that  21%  of  patients  with  histories  of  allergic 
reactions  had  positive  PPL  skin  tests;  13.4% 
had  positive  skin  tests  with  pen  G;  and  27.3% 
had  one  or  both  positive.  Conversely,  about 
% of  such  patients  who  tell  you  they  have 
had  an  allergic  reaction  to  penicillin  can  be 
expected  to  have  totally  negative  skin  tests. 
There  is  in  each  case  about  a fourfold  higher  j 
incidence  of  positive  skin  itests  than  in  patients  ji 
who  deny  prior  reactions.  ■ 

One  interpretation  of  these  data  is  that  we  | 
are  getting  75%  false  negatives  and  that  there-  i 
fore  the  patient’s  history  of  allergic  reaction 
must  take  precedence  over  negative  skin  tests. 
But  the  results  of  two  large  clinical  studies  in 
which  patients  with  histories  of  prior  penicillin 
reactivity  but  negative  skin  tests  were  chal- 
lenged with  penicillin  therapeutically,  suggest  y, 
that  this  “false  negative”  interpretation  is  not  j 
correct,  if  one  uses  skin  tests  to  predict  hyper- 
sensitivity reactions. 

In  the  first  study  185  such  patients  were 
given  penicillin,  and  only  one  had  an  immedi-  j jjj 
ate  or  accelerated  reaction  (Figure  6).  One  i 
must  hasten  to  say  that  these  skin  tests  do  not 
accurately  predict  the  occurrence  of  late  al- 
lergic  reactions — mostly  in  the  form  of  mor-  j ^ 
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FIGURE  7 

RESULTS  OF  PENICILLIN  THERAPY  IN  PATIENTS  WITH 
HISTORIES  OF  PRIOR  REACTIONS  TO  PENICILLIN 
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billiform  rashes.  These  late  cutaneous  mani- 
festations of  penicillin  allergy  (if  they  be  such) 
continue  to  defy  prognostication  or  definitive 
diagnosis.  Here  we  see  that  six  of  the  185 
: patients  had  late  appearing  rashes.  Contrast 
these  results  with  the  high  rate  of  reactivity 
1 seen  in  skin  test  positive  patients  who  received 
] penicillin. 

The  second  predictive  study,  done  independ- 
> ently  at  Johns  Hopkins  in  1971,  confirmed  and 
! extended  these  observations  as  shown  in  Figure 
l'  7.  Here  54  patients  with  positive  histories 
|i  and  negative  skin  tests  were  treated  with  only 
I one  reaction  in  an  unusual  patient  with  sys- 
litemic  lupus,  who  developed  transient  arth- 
)i  ralgias  and  urticaria  24  hours  after  commence- 
I ment  of  I.V.  penicillin.  This  study,  conducted 
iion  the  medical  service  in  the  Johns  Hopkins 
Hospital,  showed  a substantial  reduction  in 
:lthe  incidence  of  all  penicillin  reactions  during 
jithe  first  three  days  of  therapy  as  a result  of 
I using  the  skin  testing  program  on  a routine 
basis  for  all  patients  who  were  to  receive  peni- 
icillin. 

iReliability  of  Skin  Tests 

On  the  basis  of  these  data  it  seems  likely 
that  the  skin  tests  are  much  more  reliable  indi- 
cators of  current  hypersensitivity  than  is  a his- 
tory of  prior  reaction.  The  unreliability  of 
history  of  prior  reaction  probably  reflects  the 
[fact  that  many  drug  reactions  interpreted  by 
I patients  and  physicians  alike  as  allergic  in 
i origin  are  indeed  not  so  and  that  drug  hyper- 
I sensitivity  is  probably  a variable  state  depend- 
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ent  on  many  factors  which  may  wax  and  wane. 
That  is  to  say,  drug  allergy  may  truly  have 
existed  in  the  past  but  for  any  number  of 
reasons  no  longer  threatens  the  patient.  The 
finding  of  positive  skin  tests  in  patients  with- 
out histories  of  adverse  reactions  to  penicillin 
suggests  that  the  converse  is  also  true;  some 
patients  who  have  safely  received  penicfilin  in 
the  past  are  now  likely  to  react  seriously  to 
it  if  they  have  developed  positive  skin  tests 
in  the  interim.  The  evanescent  quality  of 
drug  hypersensitivity  states  is  an  important 
clinical  fact  which  has  evolved  from  these  pre- 
dictive studies.  My  own  personal  opinion  is 
that  this  fact  behooves  the  practicing  physician 
to  do  more  skin  testing  than  he  otherwise 
might,  in  order  to  avoid  two  potential  pitfalls: 
withholding  penicillin  drugs  from  patients  who 
may  have  suffered  an  allergic  drug  reaction  in 
the  past,  but  can  now  safely  tolerate  the  drug 
again,  and  unknowingly  giving  the  drug  to  a 
currently  hypersensitive  patient  who  has  never 
had  an  allergic  drug  reaction  previously  which 
might  have  tipped  the  physician  off  to  this 
adverse  propensity. 

We  should  not  leave  the  impression  that  the 
availability  of  reliable  skin  tests  for  penicillin 
allergy  obviates  the  need  for  good  clinical 
judgment.  As  an  example,  we  have  the  man- 
agement problem  presented  by  the  patient 
with  a documented  history  of  an  anaphylactic 
reaction  to  penicillin  in  the  past.  To  begin 
with,  skin  tests  should  not  be  employed  on 
such  a patient  until  and  unless  an  overriding 
need  for  penicillin  therapy  arises.  For  minor 
infections  and  most  serious  major  infections, 
suitable  antibiotic  substitutes  are  available, 
though  they  are  often  more  toxic  and/or  more 
expensive  than  the  penicillins.  Should  an  em- 
phatic need  for  penicillin  arise,  skin  testing 
should  be  cautiously  performed,  beginning 
with  scratch  testing  with  dilute  solutions.  If 
the  skin  tests  are  negative,  cautious  instiga- 
tion of  therapy  would  be  justified.  If  the  skin 
tests  are  positive  and  no  antibiotic  substitutes 
are  acceptable,  desensitization  could  then  be 
undertaken  in  a hospital  environment. 

Skin  tests  are  currently  most  useful  in  pa- 
tients with  suspect  histories  of  penicillin  re- 
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TABLE  1 

SUMMARY  OF  POTENTIALLY  BENEFICIAL  USES  OF  PENICILLIN  SKIN  TESTS 


1 . Post-reaction 
for  diagnosis 

2.  Predictive 

3.  Screening 


— Almost  always  positive  in  penicillin-induced  urticarial  reactions  and  serum 
sickness 

— Not  useful  in  morbilliform  eruptions,  drug  fever,  anaphylaxis 

— Better  than  history  of  sensitivity  in  predicting  current  allergic  potential  for 
immediate  or  accelerated  reactions;  NOT  predictive  of  late  cutaneous  mani- 
festations 

— Routine  use  on  history-negative  patients  has  been  shown  to  substantially 
reduce  incidence  of  allergic  reactions  to  penicillin 


actions  or  histories  of  mild  cutaneous  eruptions 
only  and  in  screening  large  groups  of  patients 
who  are  to  receive  penicillin  therapeutically,  as 
in  a venereal  disease  clinic.  The  random  use 
of  skin  testing  to  satisfy  the  curiosity  of  pa- 
tients and/or  their  physicians  is  to  be  dis- 
couraged, since  the  skin  test  may  be  negative 
today  but  turn  positive  in  the  interim  before 
the  patient  actually  needs  penicillin  therapy. 
Thus,  ideally,  penicillin  skin  tests  should  be 
done  immediately  prior  to  each  episode  of  an- 
ticipated therapy  in  a high  risk  patient.  Table 
1 summarizes  what  we  believe  to  be  the  legi- 
timate uses  of  penicillin  skin  tests  currently. 

Availability  of  Reagents 

Perhaps  at  this  point  it  would  be  worth- 
while to  comment  upon  the  current  availability 
of  these  skin  testing  reagents.  Recent  legisla- 
tive changes  in  the  Food,  Drug  and  Cosmetic 
Act  now  require  that  skin  testing  materials, 
as  well  as  all  diagnostic  reagents,  be  subject 
to  the  same  requirements  of  safety  and  efficacy 
long  required  of  other  pharmaceuticals.  There 
has  been  since  1969  an  investigational  new 
drug  permit  for  penicilloyl-polylysine  obtained 
by  the  Kremers-Urban  Pharmaceutical  Com- 
pany. We  have  been  using  this  reagent  to- 
gether with  the  minor  determinant  mixture  as 
prepared  in  our  own  laboratory  for  use  in  skin 
testing  patients  we  see  in  consultation  at  Johns 
Hopkins  and  other  local  Baltimore  hospitals. 
As  of  January  1,  1975,  the  penicilloyl-polyly- 
sine material  trademarked  as  PRE-PEN, 
has  become  fully  licensed  and  is  now  avail- 
able to  the  general  medical  community. 
However,  the  minor  determinant  mixture  is 
not  yet  generally  available.  We  currently  ex- 


pect a major  pharmaceutical  house  to  issue 
the  minor  determinant  mixture  and  its  version 
of  penicilloyl-polylysine  under  an  investiga- 
tional new  drug  permit  in  the  near  future. 
As  for  the  present,  there  is  some  concern  that 
the  licensing  of  PPL  may  have  been  some- 
what premature  in  the  sense  that  uninformed 
physicians  may  use  it  alone  as  a screening 
test  for  penicillin  allergy.  As  we  have  seen, 
the  proper  use  of  PPL  must  always  be  in 
conjunction  with  skin  testing  with  the  minor 
determinant  mixture  ideally,  or  with  sodium 
penicillin  G at  10,000  units/ml  as  a somewhat 
less  satisfactory  alternative. 

Let  us  now  shift  our  attention  to  a con- 
sideration of  drug-induced  anaphylaxis  in  man. 
The  penicillins  alone  are  said  to  be  responsible 
for  about  80%  of  anaphylactic  deaths  in  the 
United  States  each  year. 

Anaphylaxis 

The  full-fledged  anaphylactic  syndrome  is 
well  known  to  most  experienced  practicing 
physicians.  The  early  and  intermediate  signs 
and  symptoms  are  worthy  of  mention,  how- 
ever, in  that  early  diagnosis  allows  for  prompt 
institution  of  what  may  be  life-saving  mea- 
sures. Abrupt  onset  of  anxiety,  with  palpita- 
tions, diaphoresis,  weakness,  and  local  or  gen- 
eralized pruritis  may  be  the  first  indications  of 
an  impending  anaphylactic  syndrome.  A com- 
plaint of  dysphagia  by  the  patient  is  especially 
worthy  of  note  as  it  often  portends  significant 
laryngeal  edema,  which  may  require  tracheos- 
tomy. Therapeutic  intervention  at  the  earliest 
indication  of  anaphylaxis  may  prevent  pro- 
gression to  the  shock  syndrome  with  upper 
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airway  angioedema  and  cardiovascular  col- 
lapse, which  is  too  often  irreversibly  fatal  in 
outcome.  As  might  be  expected,  opportuni- 
ties to  study  the  pathogenesis  of  human  ana- 
phylaxis have  been  meager.  Post-mortem  ex- 
aminations of  cases  of  fatal  anaphylaxis  have 
generally  revealed  angioedema  of  the  laryngeal 
and  tracheal  tree  as  the  cardinal  finding.  This 
pathological  finding  is  apparently  unique  to 
man  or  at  least  to  primates  as  it  has  not  been 
observed  in  the  subprimate  experimental  ani- 
mals studied. 

The  principal  pathophysiological  mechan- 
ism involved  in  the  shock  syndrome  itself  is 
a profound  reduction  in  effective  plasma 
volume  because  of  increased  vascular  perme- 
ability which  is  secondary  to  the  release  of 
vasoactive  amines  and  perhaps  other  media- 
tors. It  has  recently  been  suggested  that  the 
release  of  mediators  such  as  histamine  from 
mast  cells  in  cardiac  tissue  itself  may  produce 
cardiac  dysfunction  independent  of  alterations 
in  vascular  permeability.  Whether  such  so- 
called  “cardiac  anaphylaxis”  contributes  di- 
rectly to  a reduced  cardiac  output  is  currently 
under  active  investigation. 

There  is  indirect  evidence  to  implicate  both 
histamine  and  SRS-A  as  chemical  mediators 
in  human  anaphylaxis.  Activation  of  the  kinin 
system  has  been  shown  to  occur  during  ana- 
phylaxis in  the  rat,  guinea  pig,  rabbit,  and 
dog,  but  its  role  in  human  anaphylaxis  is  cur- 
rently unclear. 

Until  now  we  have  defined  anaphylaxis  in 
such  a way  as  to  restrict  its  origin  solely  to 
reaginic — or  IgE  mediated — mechanisms.  This 
certainly  seems  to  be  the  case  for  anaphylaxis 
induced  by  foods,  insect  stings,  foreign  sera, 
and  certainly  by  penicillin  if  not  most  drugs. 
However,  other  classes  of  antibody  may  be 
involved  in  special  cases  such  as  the  anaphy- 
lactic reaction  which  frequently  complicates 
long-term  gamma  globulin  therapy.  There  are 
still  other  special  cases  like  aspirin  and  radio- 
graphic  contrast  media,  where  the  systemic  re- 
actions are  clinically  indistinguishable  from 
classical  anaphylaxis,  but  probably  are  not  im- 
munologically  mediated  at  all.  Thus,  the  final 
common  pathway  of  systemic  anaphylaxis  may 
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FIGURE  8 

PROPHYLAXIS  OF  ALLERGIC  DRUG 
REACTIONS 

1.  Careful  history  of  drug  sensitivities 

2.  Sober  use  of  highly  antigenic  drugs  such  as 

penicillins 

3.  Special  attention  to  high  risk  patients  (atopies, 

asthmatics,  prior  h/o  sensitivity) 

be  the  release  of  pharmacologic  mediators  from 
target  cells,  with  more  than  one  possible 
mechanism  by  which  such  release  may  be 
triggered. 

Treatment  for  Anaphylaxis 

Three  points  in  the  treatment  regimen  for 
systemic  anaphylaxis  deserve  special  emphasis. 
Epinephrine  is  the  mainstay  of  therapy,  and  its 
primary  use  is  mandatory  in  the  management 
of  anaphylaxis.  Corticosteroids  and  antihista- 
mines are  of  secondary  benefit  and  may  be  ad- 
ministered after  epinephrine  is  given  and  air- 
way patency  is  assured.  These  drugs  may  al- 
leviate symptoms  and  prevent  the  late  recur- 
rence of  anaphylaxis.  Penicillinase  is  of  no 
proven  value  in  penicillin  anaphylaxis  and  is 
itself  highly  allergenic,  and  we  feel  it  should 
not  be  given. 

A recent  hemodynamic  study  of  the  clinical 
progress  during  treatment  of  two  cases  of  ana- 
phylactic shock  has  suggested  the  importance 
of  rapid  fluid  administration  in  the  reversal  of 
vascular  collapse  and  decreased  cardiac  output. 
In  both  cases  the  hemodynamic  and  metabolic 
defects  were  effectively  reversed  by  infusion 
of  large  quantities  of  physiological  saline  after 
vasopressor  drugs  alone  failed  to  reverse  the 
shock  syndrome. 

Laryngeal  edema  is  a true  medical  emergency 
which  often  precludes  incubation  and  necessi- 
tates tracheostomy.  A 14-gauge  needle  passed 
under  the  cricoid  cartilage  can  be  used  to  sim- 
ply and  effectively  maintain  airway  patency  on 
a temporary  basis. 

Preventive  Measures  and  Precautions 

The  final  figure  (Figure  8)  lists  some  pre- 
ventive measures  for  human  anaphylaxis.  As 
physicians  we  must  prescribe  known  sensitiz- 
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irig  drugs  only  on  the  best  of  indications,  we 
are  obliged  to  perform  careful  history-taking 
in  order  to  identify  the  high  risk  patient. 
Where  available  and  of  proven  usefulness,  skin 
testing  may  provide  a useful  adjunct  to  our 
total  risk  evaluation. 

As  we  have  seen,  in  the  case  of  penicillin, 
these  skin  tests  are  highly  predictive  of  risk 
regardless  of  history  of  prior  reactivity.  Skin 
testing  with  heterologous  sera  and  protein 
antigens  such  as  insulin  is  equally  good.  In 
the  case  of  other  drugs,  a positive  skin  test  is 
highly  suggestive  of  significant  risk,  but  a 
negative  skin  test  may  not  indicate  a low  risk 
status.  In  the  cases  of  radiographic  contrast 
media  and  aspirin,  skin  testing  probably  is  a 
worthless  procedure  regardless  of  the  outcome. 

Finally,  certain  general  precautions  in  the 
administration  of  sensitizing  agents  such  as 
penicillin  may  be  expected  to  decrease  the 
overall  morbidity  and  mortality.  A 15-20 
minute  post-injection  observation  period  wiU 
assure  that  most  patients  who  undergo  ana- 
phylaxis will  do  so  with  a physician  in  attend- 
ance. We  should  opt  for  oral  rather  than  par- 
enteral penicillin  preparations  when  equivalent 


results  can  be  expected.  And,  of  course,  no 
physician’s  office  or  dispensary  should  be  with- 
out the  emergency  material  needed  to  treat 
anaphylaxis.  Lastly,  high  risk  patients — es- 
pecially those  with  history  of  anaphylactic  re- 
actions and/or  positive  skin  tests — should  be 
encouraged  to  wear  Medic  Alert  identification 
materials. 

Drug  hjq>ersensitivity  reactions  are  an  im- 
portant source  of  iatrogenic  clinical  morbidity. 
With  better  understanding  of  pathogenesis 
have  come,  at  least  in  the  important  case  of 
penicillins,  clinically  useful  skin  tests,  which 
are  highly  predictive  of  current  risk  of  anaphy- 
lactic and  urticarial  reactions.  We  may  expect, 
and  certainly  hope  for,  equally  valid  assess- 
ment of  drug  hypersensitivity  states  induced 
by  other  drugs  and  diagnostic  reagents  in  the 
foreseeable  future. 
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GC  CULTURE:  WHO,  WHEN,  HOW  MUCH? 

What  is  the  current  incidence  of  gonococcal 
infection? 

We  have  recently  completed  a study  during 
which  100  of  our  patients  had  cultures  for 
gonococcus  performed  whether  or  not  there 
was  any  clinical  suggestion  of  gonorrhea.  The 
cultures  were  done  to  compare  the  reliability 
of  a newly  developed,  soon-to-be-marketed 
miniculture  media  for  GC  (Microcult,  Ames) 
with  simultaneous  culture  on  traditional 
Thayer-Martin  media. 

Of  the  98  women  we  cultured,  two  had  posi- 
tive cultures;  one  was  asymptomatic,  and  one 
was  suspected  of  having  clinical  gonorrhea. 
The  one  man  cultured  had  symptomatic  ure- 
thritis and  a positive  culture.  In  our  total 
population,  we  thus  had  positive  cultures  in 
3%. 

Data  regarding  the  incidence  of  asymptoma- 
tic infections  with  the  gonococcus  vary  enor- 
mously. Many  of  the  most  widely  quoted 
studies  of  the  past  few  years  were  done  in 
venereal  disease  clinics  where  the  incidence  of 
gonococcal  infection  was  as  high  as  20%.  How- 
ever, there  are  now  additional  epidemiologic 
data  which  show  a much  lower  rate,  com- 
parable to  our  own. 

The  recent  mammoth  series  reported  by  the 
Venereal  Disease  Control  Division  reports  the 
results  of  6,580,698  specimens,  verily  an  awe- 
some sample  size,  in  which  the  overall  inci- 
dence was  4.3%.^  The  percentages  of  positive 
cultures  varied  from  as  low  as  1.6  in  female 
dependents  of  a military  population  to  19.4% 
of  women  in  a venereal  disease  clinic.  Of  al- 
most two  million  women  tested  in  private  phy- 
sicians’ offices  2%  positive  cultures  were  ob- 
tained. 

Gonorrhea  is  a nasty  disease  with  the  pos- 
sibility of  long-range  disability  as  well  as  in- 


fection of  almost  every  body  system.  A screen- 
ing culture  for  gonorrhea  now  costs  $10  at  the 
Wilmington  Medical  Center.  (Screening  in  this 
instance  means  growth  of  bacterial  colonies 
which  show  that  they  are  most  probably  Neis- 
seria by  growing  under  CO2  incubation  on 
Thayer-Martin  medium  and  by  developing  the 
expected  dark  purple  color  when  the  colonies 
are  tested  for  oxidase;  this  is  the  same  tech- 
nique used  in  the  various  minicultures  avail- 
able.) Absolute  identification  of  the  organ- 
isms as  a gonococci  utilizes  the  same  medium 
but  follows  through  with  a specific  determina- 
tion that  the  Neisseria  is  truly  N.  gonorrhoeae 
and  not  N.  meningitidis  or  one  of  the  rarer 
Neisseria  species  by  using  a fluorescent  anti- 
body technique  or  sugar  fermentation  tests; 
this  type  of  culture  costs  $16.50. 

The  availability  of  a relatively  cheap  mini- 
culture such  as  the  one  we  were  testing  prior 
to  its  marketing  may  make  performance  of  a 
“routine”  GC  culture  during  “routine  pelvic” 
examination  a cost  justifiable  procedure  even 
if  the  expected  incidence  of  gonococcal  infec- 
tions is  no  higher  than  2%.  It  may  be  harder 
to  justify  a test  as  expensive  as  the  available 
screening  cultures  done  by  clinical  laboratories 
if  the  expected  yield  is  no  higher. 

Bernadine  Z.  Paulshock,  M.D. 

Janet  Clark,  Ph.D. 
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IN-FACTORY  ENVIRONMENT  AND 
EMPLOYEE  HEALTH 

Although  the  cry  of  injured  workmen  has 
been  heard  for  thousands  of  years,  the  broken 
or  compromised  health  of  factory  workers  has 
often  been  ignored.  Industrial  hygiene  has 
often  been  a political  issue  and  as  such  has 
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often  been  traded  ofE  in  exchange  for  mone- 
tary or  other  concessions.  Much  has  been 
written  concerning  exposure  to  abrasives,  dust, 
smoke,  heat,  traumatic  injuries,  etc.  since  the 
publication  of  Romazzini’s  book  on  occupa- 
tional diseases  in  the  18th  Century.  Even  in 
these  obvious  causes  of  trauma  to  workmen, 
however,  the  companies  involved  have  been 
slow  to  accept  the  responsibility  for  the  on- 
the-job  injury.  The  workman’s  health  has 
often  been  the  last  thing  that  great  industrial 
planners  took  into  consideration  while  develop- 
ing the  mine-factory-transportation  complexes 
of  our  country.  It  has  only  been  within  the 
past  thirty  years  that  most  of  our  states  have 
passed  suitable  compensation  legislation  to 
safeguard  their  employees. 

The  in-factory  environment  as  a determi- 
nant in  a worker’s  health  has  had  little  or  no 
coverage  in  the  public  press.  To  be  sure,  there 
have  been  numerous  reports  in  the  medical 
I literature  for  the  past  50  years,  but  little  or 
no  attention  has  been  given  this  literature  by 
1 governmental  agencies.  With  the  development 
I of  the  National  Institute  for  Occupational 
;ii  Safety  more  and  more  pressure  is  being  placed 
on  industry  to  correct  obvious  abuses.  In 
1974  John  H,  Stender  reported  on  the  “invisi- 
I ble,  silent  killers”  that  are  claiming  their  “vic- 
I tims”  from  the  US  labor  force.  In  his  capacity 
as  Assistant  Secretary  of  Labor  for  Occupa- 
li  tional  Safety  and  Health  he  said  that  for 
every  worker  who  will  die  each  year  from  an 
; ( on-the-job  injury,  seven  will  die  from  a disease 
K contracted  as  a result  of  their  work.  These 
[f  figures  seem  very  high,  but  there  are  no  re- 
i i liable  statistics  on  how  many  people  are  really 
[ 3 affected  by  exposure  to  health  hazards  in  their 
? » work. 

I As  physicians  we  are  aware  that  we  have 

I I at  present  no  way  of  knowing  how  many  men 
|i  and  women  have  been  exposed  to  unknown 
|l'  causes  of  illness,  over  a protracted  period  of 
|[  time.  These  subtle  irritants  are  often  not  even 
I thought  of  as  disease-inciting  agents.  These 

I i agents  include  such  factors  as  sound,  high  fre- 
j i quency  vibrations,  low  doses  of  nuclear  radia- 
ifition,  and  long-term  exposure  to  man-made 

I I chemical  compounds.  Most  of  these  agents 
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were  not  even  used,  known,  or  measurable 
thirty  years  ago. 

It  is  evident  from  present  statistical  studies 
that  many  cases  of  deafness  can  be  directly 
traced  to  protracted  exposure  to  excessive 
noise  levels.  It  also  seems  evident  that  un- 
due exposure  to  high  frequency  vibrations 
causes  changes  in  the  vestibular  apparatus 
that  are  manifested  by  labyrinthitis  or  loss  of 
equilibrium.  The  danger  of  noise  pollution 
is  a real  threat  to  the  health  of  workers.  Ear 
damage  builds  up  over  a period  of  time  de- 
pendent upon  the  amount  and  length  of  time 
of  exposure.  This  exposure  to  noise  gradually 
destroys  the  ciliated  cells  in  the  cochlea  of  the 
inner  ear,  and  these  cells,  which  are  necessary 
for  the  proper  interpretation  of  sound,  do  not 
grow  back.  Hearing  aids  do  not  alleviate  this 
type  of  deafness.  High  frequency  noise  may 
also  affect  the  body  in  other  ways,  eg,  con- 
striction of  blood  pressure  with  its  conse- 
quential effect  on  the  cardiovascular  system. 

There  is  a great  deal  of  controversy  over  the 
effects  of  low-dosage  nuclear  exposure,  but  it 
appears  that  a certain  percentage  of  people  ex- 
posed may  manifest  diseases  involving  the 
hemopoietic  and  endocrine  system,  such  as 
mild  anemia,  prolonged  elevation  of  the  white 
count,  and  an  occasional  leukemia  if  large 
enough  segments  of  the  population  are  so  ex- 
posed. It  seems  reasonable  that  there  may  be 
suppression  of  the  lymphoid  system,  especially 
in  the  maturation  of  the  lymphocytes.  Along 
with  this  suppression  of  the  lymphoid  system, 
the  immunological  apparatus  may  also  be  sup- 
pressed, causing  the  workman  to  be  more  sus- 
ceptible to  germ-induced  diseases. 

A worker  who  is  exposed  to  the  new  man- 
made chemicals  such  as  insecticides,  pesticides, 
solvents,  etc.  may  later  in  life  prematurely 
develop  degenerative  diseases.  It  is  too  early 
to  tell  whether  prolonged  exposure  to  these 
materials  will  cause  premature  aging  of  the 
skin,  arteries,  joints,  or  nerves;  only  time  will 
tell. 

Lead  poisoning  can  cause  a variety  of  illness 
from  headaches  and  anemia  to  kidney  disease. 
Continued  on  page  665 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  after  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  tor  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE-RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  speciai  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  eiectrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potentiai  benefits 
against  possible  risks  before  using  during  preg- 
nancy, iactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For  ages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  V2  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 
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seizures,  coma,  and  even  death.  In  fact, 
OSHA  is  now  proposing  new  standards  of  ex- 
posure of  100  micrograms  of  lead  per  cubic 
meter  of  air  in  an  eight-hour  period  of  ex- 
posure. 

In  the  Wall  Street  Journal  of  October  15,  in 
an  article  entitled  “Workers’  Exposure  to  Tri- 
chlorethylene.  Beryllium  Would  Be  Cut  by 
US  Plan”  it  is  stated  that  at  least  200,000 
workers  are  exposed  to  trichlorethylene  and 
30,000  to  beryllium.  Both  of  these  compounds 
are  injurious  to  the  skin,  kidneys,  liver,  and 
eyes  and  may  also  cause  cancer  in  high  con- 
centration; hence  the  Labor  Department  is 
seeking  to  lower  the  time  and  amount  of  ex- 
posure. 

An  excellent  article  with  its  accompanying 
bibliography  is  to  be  found  in  the  New  Eng- 
land Journal  of  Medicine  of  August  8,  1974 
under  the  title,  “An  Industrial  Outbreak  of 
Toxic  Hepatitis  Due  to  Methylenedianiline.” 


This  article  points  out  that  the  portal  of  entry 
of  noxious  material  may  be  the  skin  or  respira- 
tory system  as  well  as  the  gastrointestinal  sys- 
tem. 

I feel  that  as  physicians  we  have  a definite 
commitment  to  encourage  the  development  of 
a safer  in-factory  environment  and  to  work  ac- 
tively for  State  legislation  to  provide  for  on- 
the-job  inspection  of  factory  sites  by  the 
Division  of  Public  Health  in  order  to  ascertain 
the  conditions  and  curtail  the  activities  of 
plants  not  complying  with  regulations. 

A.C.W. 

% 

GENERIC  NAME  DRUGS  NOT  EQUIVALENT* 

Approximately  one  billion  prescriptions  are 
written  each  year  by  physicians  and  dentists 
in  the  US.  The  millions  of  patients  who  bene- 

*This  editorial  is  reprinted  with  the  kind  permission  of  “Your 
Doctor  Reports,”  a publication  of  the  Ohio  State  Medical  Asso- 
ciation. 
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fit  from  these  drugs  must  rely  on  their  phy- 
sician to  prescribe  drugs  which  are  safe,  effec- 
tive, and  will  do  the  job  that  needs  to  be  done. 

Yet  each  year,  new  drugs  and  drug  com- 
binations enter  the  already  burgeoning  drug 
market,  making  it  extremely  difficult  for  phy- 
sicians to  know  which  drugs  are  safe  and 
which  will  produce  the  desired  effect  on  a 
specific  patient. 

For  that  reason,  physicians  have  come  to 
rely  on  the  brand  names  of  drugs.  They  tend 
to  prescribe  drugs  distributed  by  a company 
that  has  a record  of  producing  high  quality 
drugs.  That  way,  physicians  can  be  relatively 
certain  that  the  drug  is  pure,  has  the  proper 
amount  of  ingredients  and  will  produce  the 
desired  benefit  for  the  patient. 

Recently,  there  has  been  growing  public 
debate  over  this  system  of  prescribing  drugs. 
As  a result  of  widespread  drug  counterfeiting 
and  substitution  after  World  War  II,  many 
states,  including  Ohio,  passed  legislation  (anti- 
substitution laws)  requiring  pharmacists  to 
dispense  the  specific  drug  prescribed  by  the 
physician. 

More  recently,  some  pharmacy  groups  are 
arguing  that  the  choice  of  drug  should  be  de- 
cided by  the  pharmacist  rather  than  the  phy- 
sician. 

John  B.  Chewning,  a Cincinnati  physician 
and  attorney,  and  chairman  of  the  Ohio  State 
Medical  Association  Committee  on  Pharmacy, 
writes  in  the  May,  1975,  issue  of  The  Ohio 
State  Medical  Journal: 

“It  is  not  important  who  is  possessed  of 


equal  or  superior  knowledge  about  the  drug 
product  composition  and  action.  The  real  is- 
sue is  who,  the  pharmacist  or  the  prescribing 
professional,  has  the  greater  knowledge  of  the 
patient — 'the  patient’s  past  medical  history, 
present  medical  condition  and  therapeutic 
plan,  short  or  long-range.  Reduced  to  the 
single  simple  question — what  is  best  for  the 
patient? — there  then  arises  a medical  and  a 
legal  doubt  about  any  legislative  act  which 
would  permit  any  person  but  the  prescriber  to 
change  that  prescription  one  iota.” 

Most  physicians,  however,  argue  that  brand 
name  dispensing  is  necessary  to  maintain  the 
quality  of  the  drug.  According  to  the  Ameri- 
can Medical  Association  (AMA),  two  drugs 
which  are  generically  equivalent  are  not  neces- 
sarily equal  in  their  therapeutic  equivalence. 
While  two  drugs  may  contain  the  same  chemi- 
cal ingredients,  they  will  not  necessarily  pro- 
duce the  same  results  in  each  patient. 

The  late  Dr.  Donovan  Ward,  a past  presi- 
dent of  the  AMA  said,  “There  are  no  such 
things  as  identical  or  equivalent  drugs  that 
have  the  same  effects  on  all  patients  under  all 
conditions.  This  fact  is  supported  by  every 
study  or  investigation  I am  aware  of.  Beyond 
that  lies  the  naive  assumption  that  anybody 
can  produce  drugs  of  the  highest  order.” 

Dr.  Ward  added  that  the  term  “generic 
name”  refers  only  to  the  pharmacologically 
active  ingredients  of  a finished  product,  and 
not  to  the  finished  product  itself.  Other  sub- 
stances must  be  mixed  with  the  active  ingredi- 
ents to  produce  the  medicine,  and  then  it  is 
processed  into  its  final  form,  whether  a tablet. 
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injection  or  capsule,  by  the  manufacturer,  ac- 
cording to  his  own  standards  and  procedures. 
“This,”  he  says,  “is  where  the  argument  of 
drug  equivalency,  advanced  by  proponents  of 
generic  prescribing,  begins  to  crumble.” 

True  equivalency  is  not  the  only  problem. 
The  quality  of  the  drug  must  also  be  con- 
sidered. A research-oriented  drug  company 
usually  sets  higher  quality  standards  for  its 
products  than  does  the  non-research  company 
and  will  not  market  a drug  product  until  it 
has  been  successfully  clinically  tested,  both 
for  safety  and  effectiveness. 

According  to  Jack  N.  Turner,  R.Ph.,  ex- 
perience has  shown  that  those  companies  not 
having  proper  controls  are  more  likely  to  pro- 
duce substandard  drugs. 

“The  point,”  Turner  says,  “is  not  whether 
drug  manufacturers  are  large  or  small,  but 
whether  they  have  the  scientific  personnel  to 
carry  out  the  quality  control  necessary  to  pro- 
duce pure,  reliable  and  safe  drugs.” 


Producing  pure,  reliable  and  safe  drugs  is 
a bit  more  complex  than  including  the  same 
ingredients  in  two  different  drugs. 

Dr.  Alfred  Gilman,  co-editor  of  “The  Phar- 
macological Basis  of  Therapeutics”,  says,  “I 
am  appalled  by  many  of  those  statements 
which  imply  that  generic  drugs  marketed 
cheaply  by  small  drug  companies  are  the 
equivalent  of  established  trade  marked  prepar- 
ations merely  because  chemical  analysis  indi- 
cates that  the  preparation  actually  contains 
the  specified  amount  of  the  drug.” 

There  are  many  factors  besides  chemical 
content  which  affect  the  therapeutic  action  of 
a drug.  Dr.  Gilman  listed  32  of  his  own,  say- 
ing that  there  are  probably  that  many  more. 

“It  follows,”  wrote  Dr.  Ward,  “that  while 
they  (patients)  may  acquire  drugs  at  low  cost 
in  this  (generic  prescribing)  fashion,  the  pro- 
ducts will  likely  be  of  indeterminate  origin. 
No  one,  least  of  all  the  physician  and  his  pa- 
tient, will  know  their  efficacy  until  they  have 
been  tried.” 
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When  you  drive  a Cadillac,  it  says  a lot  about  you! 


It  shows  you  appreciate  fine  craftsmanship,  the  dependability  and  power  of  a precision  engineered 
motor  car.  the  spacious,  luxurious  interior  and  the  sleek  exterior  design  that  all  add  up  to  Cadillac. 
With  your  busy  life  and  the  hours  you  spend  behind  the  wheel,  don’t  you  deserve  the  best!  Test 
drive  a Cadillac  at  Delaware  Motor  Sales  Company  — they  will  be  happy  to  demonstrate  a new  or 
pre-owned  Cadillac  and  show  you  how  to  get  the  most  value  for  your  car  dollars. 


DELAWARE 
MOTOR  SALES 


PENNSYLVANIA  AVE.  & DU  PONT  ST./  WILMINGTON,  DELAWARE  19806 
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THE  NON-GYN ECOLOGICAL  USE 
OF  THE  LAPAROSCOPE 

John  M.  Levinson,  M.D.,  Senior,  Depart- 
ment of  Obstetrics  and  Gynecology,  Wilming- 
ton Medical  Center,  Wilmington,  Delaware, 
and  Assistant  Professor,  Jefferson  Medical 
College,  Philadelphia,  Pennsylvania.  Excerpted 
from  a paper  of  this  title  published  in  the 
Journal  of  Reproductive  Medicine,  August 
1975. 

Laparoscopy  has  revolutionized  operative 
gynecology.  However,  rarely  is  non-gyneco- 
logical  laparoscopy  discussed  in  the  US  medi- 
cal literature.  A systematic  scanning  of  the 
abdominal  cavity  may  be  done  under  general 
or  local  anesthesia  in  a matter  of  several 
minutes.  In  addition  to  the  usual  pelvic  assess- 
ment one  can  usually  find  that  the  appendix, 
large  areas  of  stomach,  and  small  and  large 
bowel  can  be  studied,  the  right  and  left  lobes 
of  the  liver  well  visualized  and  in  most  cases 
the  gallbladder  seen  without  difficulty.  Splenic 
enlargement  can  be  detected  and  the  omentum 
appraised.  The  inferior  surface  of  the  dia- 
phragm and  the  lateral  and  anterior  peritoneal 
surfaces  are  inspected  easily.  With  experience 
one  can  see  changes  in  the  falciform  ligament, 
which  indicates  portal  hypertension,  and  can 
grossly  identify  the  fatty  or  cirrhotic  liver 
easily.  The  gross  liver  changes  in  biliary  cir- 
rhosis are  apparent,  and  metastatic  nodules  of 
the  liver  or  changes  in  liver  contour  can  be 
identified  for  percutaneous  biopsy.  Peritoneal 
surfaces  are  biopsied  easily,  adhesions  noted, 
assessed,  and  resected.  Ascites  or  large  intra- 
abdominal tumors  need  not  hinder  the  skilled 
laparoscopist. 

To  date,  little  has  been  written  in  the  US 
medical  literature  on  gynecological  laparo- 
scopy. . . . The  possible  uses  of  the  laparoscope 
are  limited  only  by  one’s  interest  and  experi- 


ence in  helping  in  a wide  variety  of  medical 
and  surgical  problems.  New  and  innovative  in- 
struments will  further  our  abilities. 

Many  years  ago  the  Chinese  stated  that  a 
picture  is  worth  10,000  words.  Is  it  not  time 
we  shared  our  expertise  with  our  medical  and 
surgical  colleagues? 

Mf  !«  UE 

PHARMACOKINETIC 
MECHANISMS  OF 
DRUG  INTERACTIONS 

Donald  S.  Robinson,  M.D.,  Clinical  Phar- 
macology Unit,  Departments  of  Medicine  and 
Pharmacology , University  of  Vermont  College 
of  Medicine,  Burlington,  Vermont.  Adapted 
from  a presentation  to  the  Department  of 
Medicine  of  the  Wilmington  Medical  Center. 

Serious  drug  interactions  usually  involve  one 
of  the  four  pharmacokinetic  processes  which 
control  drug  behavior  in  vivo : absorption  from 
the  site  of  administration,  distribution  in  the 
plasma  and  tissues,  metabolism,  and  excretion. 
Knowledge  of  the  pharmacological  effects  and 
pH  of  drugs  can  often  help  one  predict  how 
they  will  interact  in  the  four  processes  listed 
above. 

The  speed  with  which  drugs  cross  cell  mem- 
branes is  proportional  to  their  polarity:  the 
more  ionized  a compound,  the  slower  it  trav- 
erses cell  membranes.  Therefore,  drugs  that 
are  weak-acids  are  readily  absorbed  from  the 
stomach,  while  drugs  that  are  weak-bases  are 
not  significantly  absorbed  until  they  reach  the 
more  alkaline  milieu  of  the  small  intestine. 
The  absorption  of  drugs  from  the  gastrointes- 
tinal tract  can  be  altered  greatly  by  the  addi- 
tion of  laxatives  or  cathartics  which  alter  con- 
tact time  within  the  bowel.  Drug  absorption 
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is  also  significantly  decreased  when  the  drug 
binds  physically  or  chemically  to  foods  or 
other  drugs.  For  example,  penicillin  binds  to 
food  substances  and  therefore  should  not  be 
taken  at  mealtime,  and  the  tetracyclines  are 
potent  chelators  which  should  not  be  adminis- 
tered with  divalent  cations  such  as  iron  and 
calcium.  Antacids  and  kaolin  products  with 
extensive  surface  areas  also  bind  drugs,  par- 
ticularly acidic  drugs,  in  significant  amounts. 

Most  drugs  are  transported  in  the  plasma 
bound  to  plasma-proteins,  particularly  plasma 
albumin.  The  bound  fraction  acts  as  a phar- 
macodynamically  inactive  reservoir,  while  the 
unbound  fraction,  which  is  in  dynamic  equi- 
librium with  the  bound  fraction,  diffuses 
throughout  the  tissues  exerting  its  pharmaco- 
logic effect.  When  two  different  drugs  com- 
pete for  common  plasma-protein  binding  sites, 
drug  A with  a higher  affinity  may  displace 
drug  B with  a lower  affinity  and  thus  increase 
the  concentration  of  the  active  unbound  form 
of  drug  B.  Acidic  drugs  are  most  likely  to 
compete  for  binding  sites  in  the  alkaline 
plasma.  For  example,  sulfonylureas  and  oral 
anticoagulants  may  be  displaced  by  other 
acidic  drugs,  and  therefore  if  the  combinations 
must  be  given,  dosages  must  be  carefully 
titrated.  Aspirin  should  never  be  administered 
with  an  anticoagulant  because  of  its  competi- 
tion for  binding  sites  and  because  of  its  own 
inherent  thrombopathic  effect  on  platelets. 

Drugs  which  affect  enzymatic  pathways  can 


stimulate  or  inhibit  the  metabolism  of  another 
drug  and  drastically  enhance  or  reduce  its  ef- 
fects. Monoamine  oxidase  inhibitors,  xanthine 
oxidase  inhibitors  (particularly  allopurinol), 
anticholinesterase  inhibitors,  and  the  like  can 
have  potent  effects  on  the  hepatic  metabolism 
of  other  drugs.  The  intensity  and  duration  of 
action  of  many  drugs  are  related  to  the  rate  of 
metabolic  inactivation  by  microsomal  drug- 
metabolizing  enzymes  in  the  liver.  Numerous 
compounds,  particularly  barbiturates,  stimu- 
late the  synthesis  of  these  enzymes. 

Urinary  pH  may  have  a marked  effect  on 
renal  clearance,  primarily  by  controlling  which 
drug  molecules  undergo  passive  tubular  reab- 
sorption. The  excretion  of  weak-acid  drugs, 
which  are  nonpolar  in  the  normally  acid  urine, 
may  be  significantly  increased  by  alkalizing 
the  urine  with  bicarbonates  or  other  com- 
pounds. Many  drugs  are  also  actively  secreted 
by  the  proximal  tubular  active  transport  mech- 
anism. Competition  for  this  system  hy  two 
drugs  may  inhibit  renal  excretion  and  potenti- 
ate one  or  both  drugs.  Salicylates,  sulfona- 
mides, penicillins,  and  several  other  com- 
pounds share  the  same  tubular  reabsorption 
system  as  uric  acid,  and  their  administration 
can  cause  hyperuricemia.  Similarly  the  sali- 
cylates and  probenecid  will  decrease  active 
tubular  secretion  of  penicillin. 

Joan  Donoho 

A more  complete  review  of  this  subject  by  Dr.  Robinson  was 
Drinted  in  Postgraduate  Medicine  LVII  2:55-62,  1975. 
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CONSENSUS  LIABILITY  LEGISLATION 


At  the  request  of  Governor  Sherman  W.  Tribbitt  various  groups  having  an  interest  in 
malpractice  legislation  combined  to  develop  a consensus  bill  by  an  October  20th  deadline. 
Reprinted  on  the  following  pages  is  this  bill,  which  is  a joint  effort  of  the  Medical  Society  of 
Delaware,  the  Association  of  Delaware  Hospitals,  insurance  representatives,  and  others. 


Public  hearings  on  malpractice  legislation  are  being  scheduled  by  the  General  Assembly 
during  December.  We  are  offering  an  outline  of  the  salient  points  of  the  bill  to  aid  you  in 
educating  yourself  on  this  legislation  (5  denotes  subsection  of  bill).  We  hope  that  you  will  use 
this  method  of  self-education  in  preparation  for  conversations  with  state  legislators,  your  pa- 
tients, and  friends.  Call  658-7596  at  Society  headquarters  if  you  need  legislators’  names,  ad- 
dresses, or  phone  numbers,  or  help  with  any  specific  questions. 


• FAULT  CONCEPT  PRESERVED 
52706 

• TRIAL  BY  JURY  PRESERVED 
52705 

• CHANGES  IN  TORT  LAW 

a.  Agreement  assuring  result  to  be  in 
writing  52703 

b.  Consent  not  varied  by  oral  testimony 
52704 

c.  Burden  of  proof  on  plaintiff  (does 
away  with  res  ipsa  loquitur)  52706 

d.  Statute  of  limitation  52707 

e.  Report  of  review  panel  admissible  in 
evidence  52749 

f.  Immunity  for  panelists  52749 

• LIMITATIONS  ON  AWARDS 

a.  Limit  on  non-pecuniary  losses  52710 
1.  Omission  of  compensation  for  pain 

and  suffering 

b.  Collateral  source  52712 

c.  Non-assignability  of  claims  52713 

d.  Periodic  payments  possible  52720  (a) 

e.  Reduction  of  awards  in  event  of  certain 
contingencies  52720  (d) 

• LIMITATION  ON  ATTORNEY’S 
FEES  52725 

• REPORTING  OF  CLAIMS  TO  INSUR- 
ANCE COMMISSIONER  52730 


• REVIEW  OF  CLAIMS  AND  DISCI- 
PLINARY ACTION  BY  APPROPRI- 
ATE LICENSING  AGENCY  52731 

• CREATION  OF  JOINT  UNDERWRIT- 
ING ASSOCIATION  (JUA) 

a.  All  insurers  writing  personal  injury  lia- 
bility insurance  required  to  participate 
52735  (a) 

b.  Two-year  limitation  on  JUA  after  ac- 
tivation 52735  (b) 

c.  Activation  when  Insurance  Commis- 
sioner determines  malpractice  insur- 
ance unavailable  in  voluntary  market 
52735  (c) 

d.  Stabilization  reserve  fund  52738 

• MALPRACTICE  REVIEW  PANELS 

a.  Review  of  claims  by  panel  mandatory 
52740 

b.  Composition  of  panel  52742 

c.  Method  of  selection  52743 

d.  Appropriation  provided  for  review 
panels  Section  2 

• REMEDIES  FOR  PRIOR  ACTS  OR 

OMISSIONS  OF  HEALTH  CARE  PRO- 
VIDERS TO  REMAIN  UNIMPAIRED. 

Section  3 


November,  1975 


671 


Delaware  Medical  Journal 


HOUSE  OF  REPRESENTATIVES 
128TH  GENERAL  ASSEMBLY 

HOUSE  BILL  NO 

AN  ACT  TO  AMEND  TITLE  16,  DELAWARE 
CODE,  RELATING  TO  PATIENT  COMPENSA- 
TION FOR  INJURIES  OR  DEATH  INCURRED 
WHILE  UNDER  THE  CARE  OF  HEALTH  CARE 
PROVIDERS  AND  PROVIDING  A SUPPLEMEN- 
TARY APPROPRIATION  THEREFOR. 

WHEREAS,  the  number  of  suits  and  claims  for 
damages  arising  from  professional  patient  care  has 
increased  tremendously  in  the  past  several  years,  and 
the  size  of  judgments  and  settlements  in  connection 
therewith  have  increased  unreasonably;  and 

WHEREAS,  the  effect  of  such  judgments  and  set- 
tlements, based  frequently  on  new  legal  precedents, 
has  been  uniformly  and  substantially  to  increase  the 
cost  of  insurance  coverage;  and 

WHEREAS,  these  increased  insurance  costs  must 
be  passed  on  to  the  patients  in  the  form  of  higher 
charges  for  health  care  services  and  facilities;  and 

WHEREAS,  the  increased  costs  of  providing  health 
care  services,  the  increased  incidence  of  claims  and 
suits  against  health  care  providers,  and  the  unusual 
size  of  such  claims  and  judgments,  frequently  out  of 
proportion  to  the  actual  damage  sustained,  have 
caused  many  liability  insurance  companies  to  with- 
draw from  the  insuring  of  high  risk  health  care  pro- 
viders; and 

WHEREAS,  the  rising  number  of  suits  and  claims 
is  forcing  health  care  providers  to  practice  defensively, 
viewing  each  patient  as  a potential  adversary  in  a 
lawsuit,  to  the  detriment  of  both  the  health  care 
provider  and  the  patient,  and  health  care  providers 
for  their  own  protection  are  often  required  to  employ 
excessive  diagnostic  procedures  and  medically  unindi- 
cated periods  of  hospitalization  for  their  patients, 
unnecessarily  increasing  the  cost  of  patient  care;  and 

WHEREAS,  another  effect  of  the  increase  of  suits 
and  claims  and  the  costs  thereof  is  that  some  health 
care  providers  decline  to  provide  certain  health  care 
services  which  themselves  entail  some  risk  of  patient 
injury;  and 

WHEREAS,  the  cost  and  difficulty  in  obtaining 
insurance  for  health  care  providers  threaten  to  dis- 
courage young  physicians  from  entering  into  the 
practice  of  medicine  in  the  State  of  Delaware,  result- 
ing in  the  loss  of  physicians  to  other  states;  and 

WHEREAS,  the  inability  to  obtain  or  the  high 
cost  of  obtaining  insurance  affects  the  medical  and 
hospital  services  available  in  the  State  of  Delaware 
to  the  detriment  of  its  citizens;  and 

WHEREAS,  some  health  care  providers,  especially 
those  older  physicians  approaching  retirement,  may 


be  forced  to  curtail  the  furnishing  of  all  or  a part 
of  their  profession  because  of  the  non-availability  or 
high  cost  of  liability  insurance;  and 

WHEREAS,  the  cumulative  effect  of  suits  and 
claims  is  working  to  the  detriment  of  the  health  care 
providers  and  to  the  citizens  of  this  State;  and 

WHEREAS,  the  ability  of  the  citizens  of  Delaware 
to  continue  to  receive  quality  health  care  and  ade- 
quate and  just  compensation  for  negligent  injury  is 
in  jeopardy;  and 

whereas,  it  is  the  desire  of  the  General  Assembly 
to  establish  a system  whereby  any  person  who  has 
sustained  bodily  injury  or  death  as  a result  of  tort 
or  breach  of  contract  on  the  part  of  a health  care 
provider  resulting  from  professional  services  rendered, 
or  which  should  have  been  rendered,  can  obtain 
prompt  determination  and  adjudication  of  his  or  her 
claim  and  fair  and  reasonable  compensation  from 
financially  responsible  health  care  providers  who  are 
able  to  insure  their  liability,  under  a strictly  construed 
fault  principle,  at  a cost  which  is  not  prohibitive. 

NOW,  THEREFORE: 

BE  IT  ENACTED  BY  THE  GENERAL  ASSEMBLY 
OF  THE  STATE  OF  DELAWARE: 

Section  1.  Amend  Title  16,  Delaware  Code,  by  add- 
ing thereto  a new  chapter  designated  as  Chapter  27 
to  read  as  follows: 

"CHAPTER  27.  PATIENT  COMPENSATION 
SUBCHAPTER  I.  GENERAL  PROVISIONS 

^2701.  Definitions. 

For  the  purpose  of  this  Chapter  the  following 
terms  shall  have  the  following  meanings: 

(1)  'Association’  means  the  joint  underwriting 
association  established  pursuant  to  the  provisions  of 
this  chapter. 

(2)  'Category  of  health  care  provider’  means  a 
type  or  class  of  health  care  provider  for  which  a 
separate  license  is  required  under  Delaware  law. 

(3)  'Commissioner’  means  the  Insurance  Commis- 
sioner of  this  State. 

(4)  'Health  Care’  means  any  act,  or  treatment 
performed  or  furnished,  or  which  should  have  been 
performed  or  furnished,  by  any  health  care  provider 
for,  to,  or  on  behalf  of  a patient  during  the  patient’s 
medical  care,  treatment  or  confinement. 

(5 ) 'Health  Care  Provider’  means  a person,  corpor- 
ation, facility,  or  institution  licensed  by  this  State 
to  provide  health  care  or  professional  services  as  a 
physician,  hospital  or  nursing  home  as  licensed  under 
Delaware  Code,  Titles  16  and  24,  or  an  officer,  em- 
ployee, or  agent  thereof  acting  within  the  scope  of 
his  employment. 

(6)  'Malpractice’  means  any  tort  or  breach  of  con- 
tract based  on  health  care  or  professional  services 
rendered,  or  which  should  have  been  rendered,  by  a 
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health  care  provider,  to  a patient.  The  standard 
of  care  required  of  every  health  care  provider  in 
rendering  professional  services  or  health  care  to  a 
patient  shall  be  to  exercise  that  degree  of  skill  ordi- 
narily employed,  under  similar  circumstances,  by 
members  of  the  profession  in  good  standing  in  the 
same  community  or  locality,  and  to  use  reasonable 
care  and  diligence. 

(7)  'Patient’  means  a natural  person  who  receives 
or  should  have  received  health  care  from  a licensed 
health  care  provider,  under  a contract,  express  or 
implied. 

(8)  'Tort’  means  any  legal  w;rong,  or  negligent 
or  unlawful  act  or  omission,  other  than  breach  of 
contract,  proximately  causing  injury  or  damage  to 
another. 

§2702.  Legal  terms  as  at  common  law. 

Any  legal  term  or  word  of  art  used  in  this  Chapter, 
not  otherwise  defined,  shall  have  such  meaning  as  is 
consistent  with  the  common  law. 

^2703.  Agreement  assuring  restdt  to  be  in  writing. 

No  liability  shall  be  imposed  upon  any  health  care 
provider  on  the  basis  of  an  alleged  breach  of  contract, 
express  or  implied,  assuring  results  to  be  obtained 
from  undertaking  or  not  undertaking  any  diagnostic 
or  therapeutic  procedure  in  the  course  of  health  care, 
unless  such  contract  is  expressly  set  forth  in  writing 
and  signed  by  such  health  care  provider  or  by  an 
authorized  agent  of  such  health  care  providers. 

§270A.  Consent  not  varied  by  oral  testimony. 

The  terms  of  any  written  consent  or  release  given 
by  a patient  to  a health  care  provider  shall  not  be 
varied  by  oral  testimony. 

§2705.  Trial  by  jury. 

Subject  to  the  provisions  of  Subchapter  VII,  a pa- 
tient or  his  representative  having  a claim  under  this 
Chapter  for  bodily  injury  or  death  on  account  of 
malpractice  may  file  a complaint  in  any  court  of 
law  having  requisite  jurisdiction  and  demand  right 
of  trial  by  jury. 

§2706.  Burden  of  proof. 

(a)  In  order  to  recover  an  award  the  party  filing 
the  complaint  bears  the  burden  of  proving  by  a pre- 
ponderance of  the  evidence  that  he  or  she  has  sustained 
damage  as  a proximate  result  of  a tort  or  breach  of 
contract  by  the  health  care  provider. 

(b)  No  liability  shall  be  based  upon  asserted  negli- 
gence unless  expert  medical  testimony  is  presented  as 
to  the  alleged  deviation  from  the  accepted  standard 
of  care  in  the  specific  circumstances  of  the  case  and 
as  to  the  causation  of  the  alleged  personal  injury  or 
death.  In  malpractice  actions  there  shall  be  no  pre- 
sumption of  negligence  on  the  part  of  the  defendant. 
Juries  shall  be  instructed  that  the  plaintiff  has  the 
burden  of  proving,  by  a preponderance  of  the  evi- 


dence, the  negligence  of  the  health  care  provider,  and 
further  that  injury  alone  does  not  raise  a presumption 
of  the  health  care  provider’s  negligence. 

§2707.  General  Limitations. 

No  action  for  the  recovery  of  damages  upon  a 
claim  against  a health  care  provider  for  personal  in- 
jury or  death  shall  be  brought  after  the  expiration 
of  two  years  from  the  date  upon  which  such  injury 
or  death  occurred;  provided,  however,  that  solely  in 
the  event  of  personal  injury  the  occurrence  of  which, 
during  such  period  of  two  years,  was  unknown  to 
and  could  not  in  the  exercise  of  reasonable  diligence 
have  been  discovered  by  the  injured  person,  such  ac- 
tion may  be  brought  prior  to  the  expiration  of  three 
years  from  the  date  upon  which  such  injury  occurred, 
and  not  thereafter. 

SUBCHAPTER  II.  LIMITATION  OF  LIABIL- 
ITY 

52710.  Compensation  recoverable. 

Damages  awarded  for  malpractice  shall  consist  of 
past  or  future  monetary  losses,  and  damages  for  dis- 
figurement, loss  of  body  function,  or  loss  of  body 
part.  In  the  aggregate  damages  for  disfigurement, 
loss  of  body  function,  or  loss  of  body  part  shall  not 
exceed  $5  0,000  in  any  case.  The  amount  awarded 
for  disfigurement,  loss  of  body  function,  or  loss 
of  body  part  shall  be  reduced  by  the  amount  awarded 
for  monetary  losses,  if  any. 

52711.  Evidence  of  advance  payment. 

Evidence  of  an  advance  payment  is  not  admissible 
until  there  is  a final  judgment  in  favor  of  the  p’ain- 
tiff,  in  which  event  the  court  shall  reduce  the  judg- 
ment to  the  plaintiff  to  the  extent  of  the  advance 
payment.  The  advance  payment  shall  inure  to  the 
exclusive  credit  of  the  defendant  or  his  insurer  mak- 
ing the  payment.  In  the  event  the  advance  payment 
exceeds  the  liability  of  the  defendant  or  the  insurer 
making  it,  the  court  shall  order  any  adjustment 
necessary  to  equalize  the  amount  which  each  de- 
fendant is  obligated  to  pay,  exclusive  of  costs.  In 
no  case,  except  by  agreement  of  the  parties,  shall  an 
advance  payment  in  excess  of  an  award  be  repayable 
by  the  person  receiving  it. 

52712.  Collateral  source. 

In  any  medical  malpractice  action  for  property 
damage  or  bodily  injury,  including  death  resulting 
therefrom,  damages  shall  not  include  any  sums  paid 
or  payable:  (1)  by  an  employer  or  by  insurance  pro- 
vided by  an  employer;  or  (2)  under  Social  Security, 
unemployment  compensation,  workmen’s  compensa- 
tion, or  disability  benefits  law,  or  under  any  similar 
law. 

Further,  any  and  all  changes,  including  prospective 
changes,  in  the  marital,  financial,  or  other  status  of 
any  person  seeking  or  benefitting  from  such  damages 
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It  takes  a heap  of  processing 
to  make  a claim  a check. 


As  demonstrated  by  the  flow  chart 
illustrated  here,  the  processing  of  a Blue  Shield 
claim  is  no  casual  undertaking. 


The  steps  and  their  companion  decision 
elements  represent  a careful,  reliable  and 
rational  approach  in  adjudicating  and  paying 
health  care  claims. 


In  1975  we  are  paying  an  average  of  87% 
of  Blue  Shield  claims  within  21  days. 


This  is  considerably  better  than  we  were 
able  to  do  in  1974. 


But  it  is  not  as  good  as  we  intend  to  be 
in  1976. 


One  of  the  most  important  parts  of  our 
improvement  program  is  to  ask  your  assistance 
in  reminding  your  office  staff  how  important 
it  is  that  all  the  information  spaces  on  the 
claim  forms -be  completed  clearly  and 
accurately. 


We  appreciate  your  taking  the  time  to 
do  this. 


We  are  sure  tliat  it  will  help  us  both. 
Because  .... 


Blue  Shield  is  more  than  a S('rvice,  it  is 
a relati()ushi[). 
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may  be  introduced  into  evidence  by  any  party  to  the 
medical  malpractice  action. 

§2713.  Non-assignability  of  claims. 

A patient’s  claim  for  compensation  under  this 
Chapter  is  not  assignable. 

SUBCHAPTER  III.  METHOD  OF  COMPENSA- 
TION FOR  MEDICAL  INJURIES 

^2720.  Periodic  payments;  reduction  of  awards  in 
event  of  certain  contingencies. 

(a)  Where  a person  recovers  a judgment  against 
a health  care  provider,  the  court  may  direct  that: 

(1)  There  shall  be  deducted  from  the  award, 
and  paid  to  the  plaintiff,  an  amount  suf- 
ficient to  cover  his  out-of-pocket  expenses 
as  well  as  his  attorney’s  fee; 

(2)  The  remainder  of  the  award  shall  be  paid 
to  the  Plaintiff  in  monthly  installments  in 
an  amount  set  by  the  court. 

(b)  If  the  plaintiff  receiving  installment  payments 
should  die  before  the  expiration  of  a twenty  (20) 
year  period  from  the  date  of  the  award,  and  if  any 

j installments  then  remain  unpaid,  such  installments 
I shall  be  paid  to  the  spouse  or  dependent  children  of 
I the  plaintiff  for  the  remainder  of  the  twenty  (20) 

1 year  period; 

I (c)  If  the  plaintiff  receiving  installment  payments 
should  die  after  the  expiration  of  a twenty  (20)  year 
j period  from  the  date  of  the  award,  then  the  income 
I shall  automatically  .terminate  as  of  the  date  of  the 
I plaintiff’s  death; 

I (d)  If  the  disability  for  which  the  award  is  based 
I is  eliminated  or  substantially  reduced,  or  if  the  status 
j upon  which  the  award  is  based  is  changed,  further 
I installment  payments  may  be  reduced  or  eliminated. 

i SUBCHAPTER  IV.  ATTORNEY  FEES 

j 

I §2725.  Limitation  on  attorney’s  fees. 

j 

I (a)  The  amount  of  the  claimant’s  attorney’s  fees 
I may  not  exceed  the  amounts  in  the  following  schedule: 

I (1)  30%  of  the  first  $5  0,000  of  damages; 

i (2)  20%  of  the  next  $20,000  of  damages; 

! (3)  10%  of  the  following  $10,000  of  damages; 

j (4)  5%  of  any  additional  award. 

j (b)  Notwithstanding  (a)  above,  a claimant  has 
the  right  to  elect  to  pay  for  the  attorney’s  services  on 
a mutually  satisfactory  per  diem  basis.  The  election, 
however,  must  be  exercised  in  written  form  at  the 
I time  of  employment.  Proof  of  a per  diem  fee  ar- 

i rangement  shall  be  submitted  to  the  court  when  the 

case  is  filed. 

! SUBCHAPTER  V.  REPORTING  AND  REVIEW 
I OF  CLAIMS 

! §2730.  Reports;  contents;  when  due. 


All  malpractice  claims  settled  or  adjudicated  to 
final  judgment  against  a health  care  provider  shall 
be  reported  to  the  Commissioner  by  the  health  care 
provider  or  his  representative  within  sixty  (60)  days 
following  final  disposition  of  the  claim.  The  report 
to  the  Commissioner  shall  state  the  following: 

(a)  nature  of  the  claim; 

(b)  damages  asserted  and  alleged  injury; 

(c)  attorney’s  fees  and  expenses  incurred  in  con- 
nection with  the  claim  or  defense; 

(d)  the  amount  of  any  settlement  or  judgment. 

§2731.  Disciplinary  action. 

(a)  The  Commissioner  shall  forward  the  name  of 
every  health  care  provider,  except  a hospital,  against 
whom  a settlement  is  made  or  judgment  is  rendered 
under  this  Chapter  to  the  appropriate  agency  of  pro- 
fessional registration  and  examination  for  review  of 
the  fitness  of  the  health  care  provider  to  practice  his 
profession.  In  each  case  involving  review  of  a health 
care  provider’s  fitness  to  practice  under  this  Chapter, 
the  agency  shall  have  the  power,  in  appropriate  cases, 
to  take  the  following  disciplinary  action: 

(1)  censure; 

(2)  imposition  of  probation  for  a determinate 
period; 

(3)  suspension  of  the  health  care  provider’s 
license  for  a determinate  period;  or 

(4)  revocation  of  the  license. 

(b)  Review  of  the  health  care  provider’s  fitness 
to  practice  shall  be  conducted  in  accordance  with  the 
procedures  set  forth  in  24  Delaware  Code,  or  other 
applicable  provision  and  shall  include  a determination 
of  whether  a provider  has  been  shown  to  be  unfit  to 
continue  the  practice  of  his  profession  because  of  a 
series  of  actions  presumed  to  be  malpractice,  because 
of  verdicts  or  settlements  against  him,  or  because  of 
a single  case  in  which  the  act  or  omission  is  considered 
to  include  gross  negligence  on  his  part. 

SUBCHAPTER  VI.  JOINT  UNDERWRITING 
ASSOCIATION 

§2735.  Temporary  joint  underwriting  association. 

(a)  A temporary  joint  underwriting  association 
is  hereby  created,  consisting  of  all  insurers  authorized 
to  write  and  engaged  in  writing,  within  this  state  on 
a direct  basis,  personal  injury  liability  insurance  as 
defined  in  Section  906,  Title  18,  Delaware  Code,  in- 
cluding insurers  covering  such  perils  in  multiple  peril 
package  policies.  Every  such  insurer  shall  be  a mem- 
ber of  the  association  and  shall  remain  a member  as 
a condition  of  its  authority  to  continue  to  transact 
such  kind  of  insurance  in  this  state. 

(b)  The  purpose  of  the  association  shall  be  to 
provide,  for  a period  not  exceeding  two  years,  a 
market  for  medical  malpractice  insurance  on  a self- 
supporting  basis  without  subsidy  from  its  members. 
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(c)  The  association  shall  not  commence  underwrit- 
ing operations  for  physicians  until  the  Commission- 
er after  due  hearing  and  investigation  has  determined 
that  medical  malpractice  insurance  cannot  be  made 
available  for  physicians  in  the  voluntary  market. 
Upon  such  determination  the  association  shall  be 
authorized  to  issue  policies  of  medical  malpractice 
insurance  to  physicians  but  need  not  be  the  exclusive 
agency  through  which  medical  malpractice  insurance 
may  be  written  in  this  state  on  a primary  basis  for 
physicians. 

The  association  shall  not  commence  underwriting 
operations  for  hospitals  until  the  Commissioner  after 
due  hearing  and  investigation  has  determined  that 
general  liability  and  medical  malpractice  insurance  is 
not  readily  available  for  hospitals  in  the  voluntary 
market.  Upon  such  determination  the  association 
shall  be  authorized  to  issue  policies  of  general  liability 
and  medical  malpractice  insurance  to  hospitals  but 
need  not  be  the  exclusive  agency  through  which  such 
insurance  may  be  written  on  a primary  basis  in  this 
state. 

The  association  shall  not  commence  underwriting 
operations  for  other  licensed  health  care  providers 
until  the  Commissioner  after  due  hearing  and  investi- 
gation has  determined  that  medical  malpractice  in- 
surance cannot  be  made  available  for  a specific  type 
of  licensed  health  care  provider  in  the  voluntary 
market.  Upon  such  determination  the  association 
shall  be  authorized  to  issue  policies  of  medical  mal- 
practice insurance  but  need  not  be  the  exclusive 
agency  through  which  medical  malpractice  insurance 
may  be  written  in  this  state  on  a primary  basis  for 
such  specific  type  of  health  care  provider. 

If  the  Commissioner  determines  at  any  time  that 
medical  malpractice  insurance  can  be  made  available 
in  the  voluntary  market  for  either  ( 1 ) physicians, 
(2)  hospitals,  or  (3)  any  specific  type  of  other 
licensed  health  care  provider,  the  association  shall 
thereby  cease  its  underwriting  operations  for  such 
general  liability  and  medical  malpractice  insurance 
which  he  has  determined  can  be  made  available  in 
"he  voluntary  market. 

^2736.  Plan  of  operation. 

(a)  Within  forty-five  (45)  days  following  the 
creation  of  the  association,  the  members  of  the  asso- 
ciation shall  submit  to  the  Commissioner  for  his  re- 
view, a proposed  plan  of  operation,  consistent  with 
the  provisions  of  this  Chapter. 

(b)  The  plan  of  operation  shall  provide  for  eco- 
nomic, fair  and  non-discriminatory  administration 
and  for  the  prompt  and  efficient  provision  of  medical 
malpractice  insurance,  and  shall  contain  other  pro- 
visions including,  but  not  limited  to  preliminary 
assessment  of  all  members  for  initial  expenses  neces- 
sary to  commence  operations,  establishment  of  neces- 
sary facilities,  management  of  the  association,  assess- 


ment of  members  to  defray  losses  and  expenses,  com- 
mission arrangements,  reasonable  and  objective  under- 
writing standards,  acceptance  and  cession  of  reinsur- 
ance, appointment  of  servicing  carriers  or  other  ser- 
vicing arrangements  and  procedures  for  determining 
amounts  of  insurance  to'  be  provided  by  the  associa- 
tion. 

(c)  The  plan  of  operation  shall  be  subject  to  ap- 
proval by  the  Commissioner  after  consultation  with 
members  of  the  association,  representatives  of  the 
public  and  other  affected  individuals  and  organiza- 
tions. If  the  Commissioner  disapproves  all  or  any 
part  of  the  proposed  plan  of  operation,  the  members 
shall  within  fifteen  (13)  days  submit  for  review  an 
appropriate  revised  plan  of  operation  or  part  thereof. 
If  the  members  fail  to  do  so,  the  Commissioner  shall 
promulgate  a plan  of  operation  or  part  thereof,  as 
the  case  may  be.  The  plan  of  operation  approved  or 
promulgated  by  the  Commissioner  shall  become  effec- 
tive and  operational  upon  order  of  the  Commissioner. 

(d)  Amendments  to  the  plan  of  operation  may  be 
made  by  the  members  of  the  association,  subject  to 
the  approval  of  the  Commissioner,  or  shall  be  made 
at  the  direction  of  the  Commissioner. 

§2757.  Policy  forms  and  rates. 

(a)  All  policies  issued  by  the  association  shall  pro- 
vide for  a continuous  period  of  coverage  beginning 
with  their  respective  effective  dates  and  terminating 
automatically  at  12:01  a.m.  two  years  hence  unless 
sooner  terminated  in  accordance  with  the  provisions 
of  this  Chapter.  All  such  policies  shall  be  issued 
subject  to  the  group  retrospective  rating  plan  and 
the  stabilization  reserve  fund  authorized  by  this 
Chapter.  All  such  policies  shall  be  written  so  as  to 
apply  only  to  injury  or  breach  of  contract  (1)  which 
results  from  acts  or  omissions  during  the  policy  period 
and  (2)  which  is  discovered  and  for  which  written 
claim  is  made  against  the  insured  within  the  period 
of  liability  of  the  health  care  provider.  No  policy 
form  shall  be  used  by  the  association  unless  it  has 
been  filed  with  the  Commissioner  and  either  ( 1 ) he 
has  approved  it  or  (2)  thirty  (3  0)  days  have  elapsed 
and  he  has  not  disapproved  it  as  misleading  or  viola- 
tive of  public  policy. 

(b)  Cancellation  of  the  association’s  policies  shall?' 
be  governed  by  procedures  as  determined  by  the  Com-| 
missioner,  except  that  the  association  may  also  cancel 
any  of  its  policies  in  the  event  of  non-payment  of 
any  stabilization  reserve  fund  charge  by  mailing  or 
delivering  to  the  insured  at  the  address  shown  on  the 
policy  written  notice  stating  when  not  less  than  ten 
(10)  days  thereafter  cancellation  shall  be  effective. 

(c)  The  rates,  rating  plans,  rating  rules,  rating 
classifications  and  territories  applicable  to  the  insur- 
ance written  by  the  association  and  statistics  relating 
thereto  shall  be  subject  to  Chapter  2 5,  Title  18, 
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main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  "this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
I be  put  directly  on  the  package  and 
[ not  removable  at  all.  But  for  a medi- 
I cation  like  an  antihistamine  this 
\ information  might  be  issued  sepa- 
I rateiy,  thus  giving  the  physician  the 
option  of  distribution.  This  could 
\ preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
anyoutsideinfluenceor  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally, the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


1 


I 

I 


' 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 


I Emotionally  unstable  patients  pose 
! a special  problem 

There  are  patients  who,  be- 
: cause  of  severe  emotional  problems, 
i could  not  handle  the  information 
i.  contained  in  a patient  package  in- 

■ sert.  Yet  if  we  are  going  to  have  a 

. package  insert  at  all,  we  just  can’t 
I'  have  two  inserts.  I think  we  might 

■ simply  have  to  tell  the  families  of 

I these  patients  to  remove  the  insert 
ifrom  the  package. 


L Legal  implications  of  the  patient 
p package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyonetaking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may' 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A.  and  the  F.D.  A. 


1 view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of  ■ 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition— 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
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Delaware  Code  (reference  to  casualty  rating  law), 
giving  due  consideration  to  the  past  and  prospective 
loss  and  expense  experience  for  medical  malpractice 
insurance  written  and  to  be  written  in  this  state, 
trends  in  the  frequency  and  severity  of  losses,  the  in- 
vestment income  of  the  association,  and  such  other 
information  as  the  Commissioner  may  require.  All 
rates  shall  be  on  an  actuarially  sound  basis,  giving  due 
consideration  to  the  group  retrospective  rating  plan 
and  the  stabilization  reserve  fund,  and  shall  be  calcu- 
lated to  be  self-supporting.  The  Commissioner  shall 
take  all  appropriate  steps  to  make  available  to  the 
association  the  loss  and  expense  experience  of  insurers 
previously  writing  medical  malpractice  insurance  in 
this  state. 

(d)  All  policies  issued  by  the  association  shall  be 
subject  to  a non-profit  group  retrospective  rating  plan 
to  be  approved  by  the  Commissioner  under  which  the 
final  premium  for  all  policyholders  of  the  association, 
as  a group,  will  be  equal  to  the  administrative  ex- 
penses, loss  and  loss  adjustment  expenses  and  taxes, 
plus  a reasonable  allowance  for  contingencies  and 
servicing.  Policyholders  shall  be  given  full  credit  for 
all  investment  income,  net  of  expenses  and  a reasonable 
management  fee,  on  policyholder  supplied  funds.  The 
standard  premium  (before  retrospective  adjustment 
for  each  policy  issued  by  the  association)  shall  be  es- 
tablished for  portions  of  the  policy  period  coinciding 
with  the  association’s  fiscal  year  on  the  basis  of  the 
association’s  rates,  rating  plans,  rating  rules,  rating 
classifications  and  territories  then  in  effect.  The 
maximum  final  premium  for  all  policyholders  of  the 
association,  as  a group,  shall  be  limited  as  provided 
in  subdivision  (e)  of  ^273 8 of  this  Chapter.  Since 
the  business  of  the  association  is  subject  to  the  non- 
profit group  retrospective  rating  plan  required  by 
this  subsection,  there  shall  be  a strong  presumption 
that  the  rates  filed  and  premiums  for  the  business  of 
the  association  are  not  unreasonable  or  excessive. 

(e)  The  Commissioner  shall  examine  the  business 
of  the  association  as  often  as  he  deems  appropriate  to 
make  certain  that  the  group  retrospective  rating  plan 
is  being  operated  in  a manner  consistent  with  this 
section.  If  he  finds  that  it  is  not  being  so  operated, 
he  shall  issue  an  order  to  the  association,  specifying 
in  what  respects  its  operation  is  deficient  and  stating 
what  corrective  action  shall  be  taken. 

(f)  The  association  shall  certify  to  the  Commis- 
sioner the  estimated  amount  of  any  deficit  remaining 
after  the  stabilization  reserve  fund  has  been  exhausted 
in  payment  of  the  maximum  final  premium  for  all 
policyholders  of  the  association.  Within  sixty  (60) 
days  after  such  certification  the  Commissioner  shall 
authorize  the  members  of  the  association  to  commence 
recoupment  of  their  respective  shares  of  the  deficit  by 
one  of  the  following  procedures:  (1)  applying  a sur- 
charge to  be  determined  by  the  association  at  a rate 
not  to  exceed  two  percent  of  the  annual  premiums 
on  future  policies  affording  those  kinds  of  insurance 


which  form  the  basis  for  their  participation  in  the 
association  under  procedures  established  by  the  asso- 
ciation, or  (2)  deducting  their  share  of  the  deficit 
from  past  or  future  (franchise  and/or  premium) 
taxes  due  the  State  of  Delaware.  If  the  Commissioner 
fails  within  sixty  (60)  days  to  authorize  one  of  the 
above  procedures,  each  member  of  the  association  may 
commence  recoupment  of  its  deficit  by  the  second 
procedure  described  above.  The  association  shall 
amend  the  amount  of  its  certification  of  deficit  to 
the  Commissioner  as  the  values  of  its  incurred  losses 
become  finalized  and  the  members  of  the  association 
shall  amend  their  recoupment  procedure  accordingly. 

(g)  In  the  event  that  sufficient  funds  are  not  avail- 
able for  the  sound  financial  operation  of  the  associa- 
tion, pending  recoupment  as  provided  in  subsection 
(f)  of  this  section,  all  members  shall,  on  a temporary 
basis,  contribute  to  the  financial  requirements  of  the 
association  in  the  manner  provided  for  in  section  ( 1 ) . 
Any  such  contribution  shall  be  reimbursed  to  the  i 
members  by  recoupment  as  provided  in  subsection  (f)  | 

of  this  section. 

I 

^273 8.  Stabilization  reserve  fund. 

(a)  There  is  hereby  created  a stabilization  reserve 

fund.  The  fund  shall  be  administered  by  three  direc-  ; 
tors,  one  of  whom  shall  be  the  Commissioner  or  his  I 
deputy.  The  remaining  two  directors  shall  be  ap-  !| 
pointed  by  the  Commissioner.  One  shall  be  a repre-  : i| 
sentative  of  the  association;  the  other  a representative  i, 
of  its  policyholders.  I 

(b)  The  directors  shall  act  by  majority  vote  with  i 
two  directors  constituting  a quorum  for  the  trans-  j 
action  of  any  business  or  the  exercise  of  any  power  | 
of  the  fund.  The  directors  shall  serve  without  salary,  | 
but  each  director  shall  be  reimbursed  for  actual  and  | 
necessary  expenses  incurred  in  the  performance  of  his 
official  duties  as  a director  of  the  fund.  The  direc-  I 
tors  shall  not  be  subject  to  any  personal  liability  or 
accountability  with  respect  to  the  administration  of 
the  fund. 

(c)  Each  policyholder  shall  pay  to  the  association  ||' 
a stabilization  reserve  fund  charge  equal  to  one  third 
of  each  premium  payment  due  for  insurance  through 
the  association.  Such  charge  shall  be  separately  stated  ,| 
in  the  policy.  The  association  shall  cancel  the  policy 
of  any  policyholder  who  fails  to  pay  the  stabilization 
reserve  fund  charge. 

(d)  The  association  shall  promptly  pay  to  the 
trustee  of  the  fund  all  stabilization  reserve  fund 
charges  which  it  collects  from  its  policyholders  and 
any  retrospective  premium  refunds  payable  under  the  ' 
group  retrospective  rating  plan  authorized  by  this  j 
Chapter. 

(e)  All  monies  received  by  the  fund  shall  be  held 
in  trust  by  a corporate  trustee  selected  by  the  direc- 
tors. The  corporate  trustee  may  Invest  the  monies 
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Delaware  Trust  now  offers 
Medical  Professionals  a Financial 
Service  for  office  management. 


Through  our  affiliation  with  Medical  Associates 
we  can  now  offer  you  a complete  Business 
Management  Program. 


Professional  Office  Management 

A complete  office  facility  management  program 
with  all  billing  functions  done  in  a professional 
manner  by  experienced  personnel  supervised  by 
Medical  Associates,  including  third  party  billing 
and  collections. 


Computerized  Doctor  Billing  System 

A computerized  billing  service  which  eliminates 
many  hours  of  manual  billing  by  your  nurse  or 
secretary.  In  addition  to  computer  printed  state- 
ments. highly  informative  financial  information  is 
detailed  in  easy-to-read  reports.  These  reports 
include: 


Complete  Manual  Accounting  Systems 

Complete  all  records  in  one  writing.  'Pegboard’ 
accounting  saves  posting  time  by  eliminating 
separate  posting  and  proving  of  statement  and 
ledger.  Accounts  Receivable,  Accounts  Payable, 
Payroll,  and  General  Ledger  systems  are  available 


Delaware  Trust’s  Locktwsx  Service 

Payments  generated  by  our  billing  system  [com- 
puterized or  manual]  will  be  deposited  daily  to  your 
Delaware  Trust  account  by  trained  personnel. 


Delinquent  Recovery  Program 

Four  computer  prepared  notices  are  sent  to 
delinquent  accounts  on  a 15  day  cycle.  The  use  of 
third  party  psychology  has  proven  successful  in 
collecting  accounts  for  countless 
hospitals  and  doctors. 


1.  Daily  Transaction  Journal 

2.  Weekly  Trial  Balance  Journal 

3.  Weekly  Recapitulation  Report 
4 Monthly  Aged  Trial  Balance 

5.  Monthly  Recapitulation  Report 

6.  Monthly  Service  Recapitulation  Report 
7 Monthly  Delinquency  Report 


DELAWARE 

TRUST 

C 0JVII»A.IVY 

WILMINGTON.  DELAWARE  19899 


To  find  out  more— check  with  any  officer  of 
Delaware  Trust  or  call  658-241 1 . 
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held  in  trust,  subject  to  the  approval  of  the  directors. 
All  investment  income  shall  be  credited  to  the  fund. 
All  expenses  of  administration  of  the  fund  shall  be 
charged  against  the  fund.  The  monies  held  in  trust 
shall  be  used  solely  for  the  purpose  of  discharging 
when  due  any  retrospective  premium  charges  payable 
by  policyholders  of  the  association  under  the  group 
retrospective  rating  plan  authorized  by  this  Chapter. 
Payment  of  retrospective  premium  charges  shall  be 
made  by  the  directors  upon  certification  to  them  by 
the  association  of  the  amount  due.  If  all  monies 
accruing  to  the  fund  are  finally  exhausted  in  payment 
of  retrospective  premium  charges,  all  liability  and  ob- 
ligations of  the  association’s  policyholders  with  respect 
to  the  payment  of  retrospective  premium  charges 
shall  thereupon  terminate  and  shall  be  conclusively 
presumed  to  have  been  discharged.  Any  monies  re- 
maining in  the  fund  after  all  such  retrospective  pre- 
mium charges  have  been  paid  shall  be  returned  to 
policyholders  under  procedure  authorized  by  the  direc- 
tors. 

SUBCHAPTER  VII.  MALPRACTICE  REVIEW 
PANELS. 

§2740.  Establishment  of  Malpractice  Review 
Panels;  purpose. 

Provision  is  made  for  the  establishment  of  malprac- 
tice review  panels  to  review  all  malpractice  claims 
against  health  care  providers  covered  by  this  Chap- 
ter. 

§2741.  Jurisdiction  of  the  Superior  Court;  pre- 
requisite to  Court  hearing. 

(a)  All  claims  of  malpractice,  as  defined  in  this 
Chapter,  shall  be  filed  in  the  Superior  Court  of  the 
County  in  which  the  alleged  malpractice  occurred. 
A statement  of  claim  asserting  the  cause  of  action, 
in  conformance  with  the  Rules  of  Procedure  of  the 
Superior  Court,  shall  be  filed  with  the  Prothonotary, 
and  shall  include  a demand  for  relief,  and  the  institu- 
tion of  a malpractice  review  panel.  In  addition,  the 
statement  of  claim  shall  specifically  state  in  haec 
verba,  viz. — 

"This  Statement  of  Claim  is  filed  pursuant  to 
Title  16,  Chapter  27.  Claimant  herein  recognizes 
the  statutory  authority  therein  conferred  upon  this 
Honorable  Court,  and  acknowledges  and  accepts 
any  decision  of  a Malpractice  Review  Panel  as 
prima  facie  evidence  in  any  subsequent  hearing 
which  may  be  held  in  this  Honorable  Court.” 

Failure  to  include  the  above  quoted  statement  in 
the  Statement  of  Claim  shall  constitute  grounds  for 
dismissal  of  the  claim. 

(b)  A prior  determination  of  the  issues  by  the 
malpractice  review  panel,  as  hereinafter  provided  for, 
is  a mandatory  prerequisite  for  any  review  or  subse- 
quent proceeding  in  the  Superior  Court.  Any  opinion 
rendered  by  the  malpractice  review  panel  shall  be 


admissible  as  prima  facie  evidence  in  any  subsequent 
proceeding  before  the  Superior  Court,  and  any  opinion  j 
rendered  by  the  malpractice  review  panel  shall  be  J : 
given  due  weight  by  the  Superior  Court. 

§2742.  Composition  of  Panels.  j ; 

The  malpractice  review  panel  shall  consist  of  one  ji 

(1)  attorney  and  three  (3)  or  more  health  care  pro-  )- 

viders  of  this  state.  The  attorney  shall  act  in  an 
advisory  capacity  and  as  chairman  of  the  panel,  but  [i 
shall  have  no  vote.  j 

§274}.  Method  of  selection.  j 

( 1 ) The  parties  may  agree  on  the  attorney  member 
of  the  panel,  or  if  no  agreement  can  be  reached,  then 
the  attorney  member  shall  be  drawn  by  lot  from  the 
list  of  attorneys  qualified  to  practice  and  presently 
on  the  rolls  of  the  Supreme  Court  of  the  State  of  ; 
Delaware.  Upon  request  the  Clerk  of  the  Supreme 
Court  shall  draw  five  ( 5 ) names  at  random  from  the 
list  of  attorneys,  and  the  parties  shall  then  each  strike  | 
two  (2)  names  alternately  with  the  claimant  striking  j; 
first  until  both  sides  have  stricken  two  (2)  names 
and  the  remaining  name  shall  be  the  attorney  mem- 
ber of  the  panel. 

(2)  There  shall  also  be,  for  every  case  heard,  two 

(2)  physician  members,  one  (1)  to  be  chosen  by  the 
defendant  or  defendants,  and  one  (1)  by  the  plain- 
tiff. Within  ten  (10)  days  after  notification  of  a |' 
proposed  panelist  by  the  plaintiff,  the  defendant  shall 
select  a proposed  panelist.  In  the  cast  of  multiple  |i 
defendants  who  are  unable  to  decide  upon  a single  j 
physician,  each  defendant  is  to  submit  the  name  of  i 
the  physician  of  his  choice,  and  the  chairman  is  to  ■ 
select,  by  lot,  one  (1)  name. 


The  two  (2)  physicians  thus  selected  shall  then 
choose  two  (2)  additional  members  or  representatives 
from  each  category  of  health  care  provider  for  which 
there  is  a defendant.  The  members  or  representatives 
shall  be  selected  from  a slate  of  three  (3)  names  sub- 
mitted by  a society  or  association  representing  that 
category  of  health  care  provider,  and  in  cases  where 
the  defendant  is  an  osteopathic  physician,  the  addi- 
tional members  may  be  selected  from  a slate  of  three 
(3)  names  submitted  by  an  osteopathic  medical  so- 
ciety. 
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Any  member  of  the  panel  required  to  be  licensed  j fci 
for  the  practice  of  his  profession  shall  be  so  licensed  j « 
in  the  State  of  Delaware. 


(3)  A panelist  so  selected  shall  serve  unless  for 
good  cause  shown  he  may  be  excused.  To  show  good 
cause  for  relief  from  serving,  the  panelist  shall  be 
required  to  serve  an  affidavit  upon  a judge  of  the 
Superior  Court  having  jurisdiction  over  the  claim. 
The  affidavit  shall  set  out  the  facts  showing  that 
service  would  constitute  an  unreasonable  burden  or 
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undue  hardship.  The  court  may  excuse  the  proposed 
panelist  from  serving. 

(4)  The  names  of  all  suggested  panel  members 
shall  be  presented  to  the  Superior  Court,  and  all  ob- 
jections to  the  inclusion  of  any  panel  member  shall 
be  presented  to  the  Superior  Court  and  shall  form 
a part  of  the  record  of  the  cause  of  action  in  the 
Superior  Court. 

52744.  Evidence;  duties  of  chairman. 

The  evidence  to  be  considered  by  the  malpractice 
review  panel  shall  be  promptly  submitted  by  the  re- 
spective parties  in  written  form.  Evidence  may  con- 
sist of  medical  charts,  x-rays,  laboratory  tests,  ex- 
cerpts of  treatises,  depositions  of  witnesses  including 
parties  and  any  other  form  of  evidence  allowable  by 
the  malpractice  review  panel.  Depositions  of  parties 
and  witnesses  may  be  taken  prior  to  the  convening 
of  the  panel.  The  chairman  of  the  panel  shall  advise 
the  panel  relative  to  any  legal  question  involved  in 
the  review  proceeding  and  shall  prepare  the  opinion 
of  the  panel  as  provided  in  §2747.  A copy  of  the 
evidence  shall  be  sent  to  each  member  of  the  panel. 
All  evidence  considered  by  the  malpractice  review 
panel  shall  constitute  a part  of  the  record  in  the 
Superior  Court. 

§2745.  Right  to  convene  panel;  procedure  before 
panel. 

Either  party,  after  submission  of  all  evidence  and 
I upon  ten  (10)  days’  notice  to  the  other  side,  shall 
I have  the  right  to  convene  the  panel  at  a time  and 
I place  agreeable  to  the  members  of  the  panel.  Either 
; party  may  question  the  panel  concerning  any  matters 
relevant  to  issues  to  be  decided  by  the  panel  before 
i the  issuance  of  their  report.  The  panel  shall  have  the 
i authority  to  subpoena  and  swear  witnesses.  The  chair- 
r man  of  the  panel  shall  preside  at  all  meetings.  Meet- 
ings shall  be  informal. 

§2746.  Panel’s  right  to  information;  access  of 
\ parties. 

The  panel  shall  have  the  right  and  duty  to  request 
a all  necessary  information.  The  panel  may  consult 
. with  medical  authorities.  The  panel  may  examine 
reports  of  such  other  health  care  providers  necessary 
i to  fully  inform  itself  regarding  the  issue  to  be  decided. 
I Both  parties  shall  have  full  access  to  any  material  sub- 
mitted to  the  panel. 

§2747.  Opinions  of  panel;  time  for  rendering. 

(a)  The  panel  shall  have  the  duty  of  making  a 
h finding  as  to  whether  or  not  in  its  opinion  the  evi- 
jl  dence  supports  the  conclusion  that  the  defendant  or 
1 defendants  acted  or  failed  to  act  within  the  appropri- 
< ate  standards  of  care  as  charged  in  the  complaint. 
' After  reviewing  all  evidence  and  after  any  examina- 
I tion  of  the  panel  by  counsel  representing  either  party, 
tithe  panel  shall,  within  thirty  (30)  days,  render  to  the 


court  one  or  more  of  the  following  expert  opinions 
which  shall  be  in  writing  and  signed  by  the  panelists: 

(1)  The  evidence  supports  the  conclusion  that 
the  defendant  or  defendants  failed  to  com- 
ply with  the  appropriate  standard  of  care  as 
charged  in  the  complaint. 

(2)  The  evidence  does  not  support  the  con- 
clusion that  the  defendant  or  defendants 
failed  to  meet  the  applicable  standard  of 
care  as  charged  in  the  complaint. 

(3)  There  is  a material  issue  of  fact,  not  requir- 
ing expert  opinion,  bearing  on  liability  for 
consideration  by  the  court  or  jury. 

(4)  The  conduct  complained  of  was  or  was  not 
a factor  of  the  resultant  damages,  and  if  so, 
whether  the  plaintiff  suffered:  (i)  any  dis- 
ability and  the  extent  and  duration  of  the 
disability,  and  (ii)  any  permanent  impair- 
ment and  the  percentage  of  the  impairment. 

( 5 ) Should  the  panel  decide  in  favor  of  a de- 
fendant, it  shall  then  further  decide,  in 
every  such  case,  whether  or  not  it  considers 
the  claim  frivolous  or  malicious,  and  in  the 
event  the  defendant  then  files  a counter- 
claim against  the  original  plaintiff,  for  abuse 
of  process,  the  panel’s  decision  shall  be  ad- 
missible, and  each  panelist  may  be  called 
as  a witness  in  the  counterclaim  action.  In 
such  a counterclaim  action  each  panelist 
shall  have  immunity  from  civil  liability  as 
expressed  in  §2749. 

(b)  Any  party  affected  by  the  opinion  of  the  panel 
shall  have  the  right  to  have  this  opinion,  along  with 
the  evidence  considered  by  the  panel,  reviewed  by  the 
Superior  Court.  All  applications  for  review  by  the 
Superior  Court  shall  be  in  the  form  of  a petition  to 
the  Court,  which  petition  shall  state  the  opinion  of 
the  panel  (attaching  a certified  copy  of  the  opinion 
as  an  exhibit),  and  shall  clearly  state  the  grounds  for 
objection  to  the  panel’s  opinion.  The  petition  for 
review  of  the  panel’s  opinion  shall  be  served  by  the 
affected  party  on  the  panel,  and  on  the  other  parties 
to  the  action,  the  proof  of  such  personal  service  to 
be  as  provided  by  the  Rules  of  the  Superior  Court. 
All  petitions  for  review  by  the  Superior  Court  shall 
be  filed  within  thirty  (30)  days  after  the  rendering 
of  the  opinion  by  the  panel. 

(c)  Upon  receipt  of  the  petition  for  review,  the 
Prothonotary  of  the  Superior  Court  will  schedule  the 
cause  of  action  as  any  other  civil  matter. 

52748.  Tolling  of  limitations. 

The  filing  of  the  request  for  review  of  a claim 
shall  toll  the  applicable  statute  of  limitations  to  and 
including  a period  of  ninety  (90)  days  following  the 
issuance  of  the  opinion  by  the  malpractice  review 
panel.  The  request  for  review  of  a claim  under 
this  Chapter  shall  be  deemed  filed  when  a copy  of 


^November,  1975 


687 


Serving  Delawareans  Exquisite  Food  and  Service 

Our  banquet  staff  is  available  at  all  times  specializing  in 
WEDDINGS,  BUSINESS  MEETINGS,  COCKTAIL  PARTIES, 
OFFICE  PARTIES,  ALL  OCCASIONS- ANY  NUMBER 


1801  WEST  14th  STREET 
WILMINGTON,  DELAWARE  19806 
655-6018  656-3597 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 

0@lil(9l9Si§l@l@I3Ii)  @IS)EllS)@i!3l@@  516I@|6K§13 

i ARROW  TRADING  POSIY  1 


American  Indian  Jewelry  representing  the 
finest  in  Zuni  and  Navajo  Artists  • Arts  and 
Crafts  from  North,  Central  and  South  Ameri- 
can Indians. 

•weavings  • clothing  • leather 
• pottery  • paintings 


Horseshoe  Lane,  54  E.  Main  St.  / Newark,  Del.  / 302-453-8385  ^ 


Delaware  Medical  Journal 


the  proposed  complaint  is  delivered  or  mailed  by 
registered  or  certified  mail  to  the  Commissioner,  who 
shall  immediately  forward  a copy  to  each  health  care 
provider  named  as  a defendant  at  his  last  and  usual 
place  of  residence  or  his  office. 

52749.  Report  of  panel  admissible  in  evidence; 
members  as  witnesses,  immunity  of  mem- 
bers. 

Any  report  of  the  expert  opinion  reached  by  the 
malpractice  review  panel  shall  be  admissible  as  evi- 
dence in  any  action  subsequently  brought  by  the 
claimant  in  a court  of  law,  but  such  expert  opinion 
shall  not  be  conclusive  and  either  party  shall  have 
the  right  to  call,  at  his  cost,  any  member  of  the 
malpractice  review  panel  as  a witness.  If  called, 
the  witness  shall  be  required  to  appear  and  testify. 
A panelist  shall  have  absolute  immunity  from  civil 
liability  for  all  communications,  findings,  opinions 
and  conclusions  made  in  the  course  and  scope  of 
duties  prescribed  by  this  Chapter. 

52750.  Compensation  of  panelists. 

Each  member  of  the  malpractice  review  panel  shall 
be  paid  at  a rate  which  will  reasonably  reimburse  him 
for  his  loss  of  revenue  occasioned  by  his  service  on 
such  panel  or,  in  the  case  of  a panelist  who  is  the 
employee  of  a health  care  provider,  such  provider 
shall  be  paid  an  amount  equal  to  the  compensation 
of  such  employee  panelist  prorated  for  the  period  of 
such  employee  panelist’s  service  on  such  panel.  No 
such  payment  shall  be  made  for  services  rendered  by 
any  panelist  as  a witness  in  the  action.  Such  payment 
shall  include  reasonable  travel  expense.  Fees  of  the 
panel,  together  with  travel  expenses,  shall  be  paid  out 
of  the  general  funds  of  the  State  on  vouchers  sub- 
mitted by  the  President  Judge  of  the  Superior  Court. 


Such  costs  shall  nevertheless  be  taxed  against  and 
paid  by  the  party  or  parties  against  whom  the  ma- 
jority opinion  of  the  panel  is  rendered.  If  there  is 
no  majority  opinion,  then  each  side  shall  pay  one-half 
of  the  cost.  In  the  event  that  a judgment  shall  be 
entered  in  the  action  brought  by  the  claimant,  the 
fees  and  expenses  of  the  panel  shall  be  taxed  as  costs 
and  shall  follow  such  judgment. 

SUBCHAPTER  VIII.  SEVERABILITY 

52755.  Invalidity  of  part  not  to  invalidate  whole. 

If  a provision  of  this  Chapter  or  its  application  to 
a person  or  circumstance  is  held  invalid,  the  invalidity 
does  not  affect  other  provisions  or  application,  and  to 
this  end  the  provisions  of  this  Chapter  are  severable.” 

Section  2.  The  sum  of  fifty  thousand  dollars  ($50,- 
000)  is  hereby  appropriated  from  the  General  Fund 
of  the  State  of  Delaware  for  use  in  the  malpractice 
review  panels  as  provided  in  this  Chapter.  This  ap- 
propriation shall  be  considered  as  a supplementary 
appropriation  and  shall  be  paid  by  the  State  Treasurer 
from  funds  not  otherwise  appropriated. 

Section  3.  This  Act  shall  become  effective  with  the 
signature  of  the  Governor;  provided,  however,  that 
nothing  herein  contained  shall  affect  any  right  or 
remedy  flowing  out  of  an  act  or  omission  of  a health 
care  provider  occurring  prior  to  that  date,  but  such 
rights  or  rernedies  shall  remain  unimpaired. 

SYNOPSIS 

This  bill  establishes  a review  panel  to  aid 
the  court  in  considering  malpractice  cases  and 
creates  a standby  joint  underwriting  associa- 
tion to  assure  availability  of  medical  malprac- 
tice liability  insurance. 
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LOW  K,  O.K.? 

A diagnosis  I’d  hate  to  miss, 

Is  myopathy  due  to  licorice. 

If  on  this  root  you  choose  to  sup. 

Like  cortisone,  ’twill  bloat  you  up. 

The  more  of  it  you  do  consume, 

The  more  you  lose  potassium. 

Dewey  Nelson,  M.D. 
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BIOCHEMISTRY  OF  WOMEN:  METHODS  FOR  CLINI- 
CAL INVESTIGATION  by  Alan  S.  Curry,  M.D.,  and 
J.  V.  Hewitt,  M.S.,  CRC  Press,  Cleveland,  1974. 
350  pp.  1350  references,  50  tables,  60  figures. 
Price  $39.95. 

This  is  a very  extensive  laboratory-oriented 
review  of  the  female  endocrine  systems  includ- 
ing methods  of  assays  for  estrogens,  progester- 
one, gonadotropins,  prolactin,  natural  steroids, 
and  androgens.  It  also  describes,  in  unneces- 
sary detail  for  the  practicing  physician,  the 
role  of  enzymes  in  cancer  detection,  preg- 
nancy-specific and  nonspecific  enzymes  as  a 
means  of  monitoring  pregnancy,  and  the  effects 
of  oral  contraceptives  on  serum  enzyme  ac- 
tivities. The  chapter  on  problems  of  thyroid 
analyses  is  very  well  written,  albeit  in  a non- 
chnical  manner.  The  section  on  tryptohan 
metabolism  and  vitamin  Be  nutrition  in  preg- 
nancy and  oral  contraceptive  users  is  faci- 
nating  but  more  laboratory-oriented  than  clini- 


cal. In  fact  more  than  half  of  the  chapters 
are  written  by  nonclinical  scientists  whose 
training  and  interest  is  obviously  exclusively 
in  the  laboratory.  The  descriptions  of  the 
various  biochemical  methods  are  needlessly 
complex  and  designed  more  for  medical  stu- 
dents and  pathology-oriented  graduates  than 
for  the  clinician. 

The  layout  of  the  book  is  excellent  in  that 
each  chapter  has  its  own  introduction  and 
table  of  contents.  This  makes  information 
easy  to  retrieve  and  encourages  frequent  read- 
ings of  selected  short  sections.  The  bibli- 
ography is  extensive. 

The  book  could  have  been  more  interest- 
ing for  the  clinician  if  the  ultimate  purpose 
of  the  laboratory  findings,  ie,  their  clinical 
applications,  had  been  more  fully  discussed. 

M.  Imran,  M.D. 
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Speakers  on 
“Ask  the  Doctor” 

Speakers  for  December,  1975  on  the  Tuesday  radio  program  (11:05  a.m., 
WDEL)  produced  by  the  Medical  Society  of  Delaware  are;  December  2, 
James  R.  Dearworth,  M.D.,  Myocardial  Infarction;  December  9,  William  H. 
Duncan,  M.D.,  Expansion  of  Services  of  St.  Francis  Hospital;  December  16, 
Albert  Dworkin,  M.D.,  Sex  Education;  December  23,  Lawrence  Katzenstein, 
M.D.,  Skin  Diseases  of  the  Feet;  December  30,  Alan  J.  Fink,  M.D.,  Head- 
aches. 

In  the  News 

W.  Pierce  Ellis,  M.D.  of  Laurel  has  been  appointed  to  the  Board  of  Trustees 
of  the  Delaware  Institute  of  Medical  Education  and  Research  by  Governor 
Tribbitt. 

John  E.  Benzel,  M.D.,  Chairman,  Joyce  Z.  Pearson,  M.D.,  and  Richard  H. 
Morgan,  M.D.  have  been  appointed  by  the  Medical  Council  of  Delaware  to 
a new  Censor  Committee  for  New  Castle  County. 

Newly  elected  officers  of  the  Delaware  Chapter  of  the  American  College  of 
Surgeons  are  Howard  Wilk,  M.D.,  President,  and  Shahrokh  S.  Morouati, 
M.D.,  Secretary-Treasurer. 

Preceptorships 
for  Practicing 
Physicians 

The  Medical  College  of  Pennsylvania  is  offering  individually  designed  pro- 
grams to  give  both  the  general  practitioner  and  the  specialist  the  opportunity 
to  update  present  skills  and  learn  new  patient  care  techniques.  Programs 
are  available  in  Anesthesiology,  Medicine,  Surgery,  Neurology,  Ob-Gyn, 
Pathology,  Pediatrics,  Psychiatry,  and  Radiology.  For  information  contact: 
Gerald  H.  Escovitz,  M.D.,  Associate  Dean,  Medical  College  of  Pennsylvania, 
3300  Henry  Avenue,  Philadelphia,  Pennsylvania  19129.  Telephone  (215) 
842-7118. 

Head  and 
' Neck  Cancer 
! Clinic 

A diagnostic  and  treatment  clinic  for  patients  with  head  and  neck  cancer  is 
being  held  the  first  Monday  of  every  month  from  1 to  3 p.m.  at  Pennsylvania 
Hospital.  Each  clinic  will  be  followed  by  a conference  which  includes  both 
instruction  and  case  discussions.  For  information  contact:  Joseph  P.  Atkins, 
Jr.,  M.D.,  Pennsylvania  Hospital,  8th  and  Spruce  Streets,  Philadelphia, 
Pennsylvania  19107.  Telephone  (215)  829-5180. 

[ Ob-Gyn 
\ Manuscript 
1 Award 

The  Obstetrics  and  Gynecology  Specialty  Group  of  the  International  College 
of  Surgeons  announces  its  Biennial  Manuscript  Competition.  The  winning 
author  will  present  his  paper  at  the  International  Congress  in  Athens,  Greece, 
May  23-27.  Contestants  must  be  interns,  residents,  or  graduate  students 
in  obstetrics  and/or  gynecology.  Deadline  for  submission  of  manuscripts 
is  February  1.  For  information  contact:  Eduard  Eichner,  M.D.,  Chairman, 
Committee  on  Prizes,  5 Severance  Circle  Drive,  Suite  712,  Cleveland,  Ohio 
44118. 
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CLINICAL  NOTICES  AND  MEETINGS 

American  College  The  following  postgraduate  courses  will  be  presented  by  the  American  College  of 
of  Physicians  Physicians:  “Workshops  in  the  Physiology,  Diagnosis,  and  Treatment  of  Electrolyte 

and  Acid-Base  Disorders,”  January  5-9,  in  Philadelphia,  Pennsylvania;  “Internal  Medi- 
cines and  the  Practice  of  Internal  Medicine:  1976,”  January  20-23,  in  San  Francisco, 
California;  and  Infectious  Diseases  Course,  January  26-30,  in  Keystone,  Colorado.  For 
information  contact:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine  Street,  Phila- 
delphia, Pennsylvania  19104. 

The  Ninth  Annual  Postgraduate  Seminar  of  the  Delaware  State  Osteopathic  Medical 
Society  will  be  held  December  6,  at  the  Brandywine  Hilton  Inn,  1-95  and  Naamans 
Road,  Claymont,  Delaware.  For  information  write : Delaware  State  Osteopathic  Medical 
Society,  P.O.  Box  845,  Wilmington,  Delaware  19899. 

University  of  Miami  Postgraduate  courses  sponsored  by  the  University  of  Miami  School  of  Medicine  are: 
Postgraduate  Course  Seminar  in  Pediatric  Nephrology  III:  Current  Concepts  in  Diagnosis  and  Treatment, 
January  5-8,  at  Bal  Harbour,  Florida,  and  a Virgin  Islands  Seminar  in  Ob-Gyn, 
January  11-17  at  St.  Thomas,  Virgin  Islands.  For  information  contact:  Division 
of  Continuing  Medical  Education,  University  of  Miami  School  of  Medicine,  P.O. 
Box  520875  Biscayne  Annex,  Miami,  Florida  33152. 

The  First  Mid-Winter  Virgin  Islands  Clinical  Conference  will  be  held  January  29-31, 
in  St.  Thomas  by  the  US  Virgin  Islands  Medical  Society  in  association  with  the  faculty 
of  the  University  of  Pennsylvania  School  of  Medicine.  Lectures  and  seminars  in 
General  Practice,  Internal  Medicine,  General  Surgery,  and  Ob-Gyn  will  be  held.  For 
information  write  airmail  to:  Harold  A.  Hanno,  M.D.,  Secretary,  US  Virgin  Islands 
Medical  Society,  Box  1442,  St.  Thomas,  Virgin  Islands  00801. 

The  Oncology  Center  of  the  Johns  Hopkins  Medical  Institutions  will  present  a course 
on  Diagnosis  and  Treatment  of  Neoplastic  Disorders,  February  5-6,  in  Baltimore, 
Maryland.  The  course  will  emphasize  the  role  of  radiation  therapy,  chemotherapy, 
surgery,  and  immunotherapy  in  the  treatment  of  specific  malignant  disorders.  For 
information  write:  Program  Coordinator,  Turner  Auditorium,  Room  17,  720  Rutland 
Avenue,  Baltimore,  Maryland  21205. 
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Clinical  Conference 


Neoplastic 
Disorders  Course 
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Osteopathic 
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PATHOLOGIST:  Available  immediately.  Presently 
laboratory  director,  Park  Place  Hospital,  Port 
Arthur,  Texas.  Certified  A.P.  and  C.P.,  licensed  in 
six  states.  Wishes  to  relocate,  seeking  directorship 
of  laboratory  or  partnership. 

OB-GYN:  Available  July  1976.  Interested  in  group 
or  associate  practice.  Graduate  Georgetown  Uni- 
versity, Washington,  D.C.,  1970. 

INTERNIST:  Available  July  1976.  Board-certified, 
residencies  in  Anatomic  Pathology  and  Internal 
Medicine,  fellowship  in  Infectious  Diseases.  ECFMG. 


FAMILY  PRACTITIONER:  Available  June  1976. 
1973  graduate.  University  of  Rochester  School  of 
Medicine  and  Dentistry. 

PHYSICIAN'S  ASSISTNAT:  Family  man  desires  posi- 
tion with  primary  care  physician,  rural  area.  Avail- 
able May  1976  for  preceptorship  and  employment. 
Contact  A.  Askew,  Box  782,  Albany  Medical  College, 
Albany,  New  York  12205. 

FOR  SALE:  Stone  house,  Rockford  Park  Manor, 

Wilmington.  Behind  Academy  of  Medicine.  Call 
Martin  Gibbs,  M.D.,  652-3449. 
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./  According  to  her  major 
I'lptoms,  she  is  a psychoneu- 
;c  patient  with  severe 
fiety.  But  according  to  the 
icription  she  gives  of  her 
I ings,  part  of  the  problem 
' sound  like  depression. 

I > is  because  her  problem, 
i ough  primarily  one  of  ex- 
je  ive  anxiety,  is  often  accom- 
*'ied  by  depressive  symptom- 
I Dgy.  Valium  (diazepam) 
provide  relief  for  both— as 
li  excessive  anxiety  is  re- 
e :d,  the  depressive  symp- 
Dis  associated  with  it  are  also 
f II  relieved. 

There  are  other  advan- 
i is  in  using  Valium  for  the 
jnagement  of  psychoneu- 
b!  anxiety  with  secondary 
e essive symptoms:  the 
hotherapeutic  effect  of 
<?um  is  pronounced  and 
I]  1.  This  means  that  im- 
plement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  lO-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


ir  llance  because  of  their  predisposi- 
3r ) habituation  and  dependence.  In 
■e  ancy,  lactation  or  women  of  child- 
» ig  age,  weigh  potential  benefit 
!c!  it  possible  hazard. 

^'utions:  If  combined  with  other  psy- 
idiipics  or  anticonvulsants,  consider 
illy  pharmacology  of  agents  em- 
o|l;  drugs  such  as  phenothiazines, 
ir  :ics,  barbiturates,  MAO  inhibitors 
idj  her  antidepressants  may  potentiate 
s' ion.  Usual  precautions  indicated  in 
itl  ts  severely  depressed,  or  with  latent 
ip  ssion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to. 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hailucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 
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FROM  THE  DELAWARE  CANCER  NETWORK* 


THE  VALUE  OF  THE  CLINICAL  TRIALS  PROGRAM 


Last  spring  the  Cooperative  Clinical  Trials 
Program  of  the  National  Cancer  Institute  (NCI) 
was  critically  reviewed.  This  program  has  been 
largely  concerned  with  nationwide  testing  of 
new  drugs  and  procedures  in  the  management 
of  cancer.  The  review  showed  that  the  over-all 
impact  of  the  Clinical  Trials  Program  was  greater 
than  realized  by  either  the  participants  or  the 
National  Cancer  Institute.  The  groups  had  been 
sensitive  to  criticism  of  duplication  of  effort,  in- 
adequate planning,  and  prolonged  trials,  some 
of  which  were  the  result  of  the  NCI’s  inadequate 
staffing  to  respond  to  group  activities.  We  recog- 
nized that  the  Clinical  Trials  Programs  had  sig- 
nificantly influenced  education,  teaching,  and 
total  over-all  management  of  the  cancer  patient, 
but  had  not  emphasized  this  as  justification  for 
such  group  ac'tivities. 

The  influence  of  the  Croups  has  gone  far  be- 
I yond  the  relatively  few  patients  who  are  en- 
: tered  in  the  clinical  trials.  Locally  we  have  been 
' conscious  of  this.  Physicians  in  the  Wilmington 
i Medical  Center  participate  in  three  different 
I Group  activitic.s — the  Central  Oncology  Group, 

! the  National  Surgical  Breast  Adjuvant  Program, 

I and  the  Acute  Leukemia  Group  B.  The  clinical 
trial  experience  stimulated  improved  methods  of 
I management  in  our  own  community.  We  learn 
j not  only  by  individual  case  participation  but 
i also  through  group  meetings,  where  new  proto- 
j cols  are  designed  and  old  ones  analyzed.  Inter- 
j;  action  with  physicians  interested  in  tumor  prob- 
lems from  many  other  institutions  has  been  of 
inestimable  hc'lp  in  developing  our  own  program. 

It  is  good  to  know  that  we  were  major  con- 
tributors to  one  of  the  most  significant  studies 
ever  undertaken  in  a clinical  trial  with  the  Na- 


Robert  W.  Frelick,  M.D. 

tional  Surgical  Breast  Adjuvant  Program.  Our 
contribution  to  the  study  of  post-op  breast  pa- 
tients with  positive  nodes  helped  to  demonstrate 
new  methods  of  improving  the  care  of  breast 
patients  through  adjuvant  chemotherapy.  Also, 
our  work  in  helping  to  define  the  proper  dose 
of  5-FU  and  its  use  in  adjuvant  colon  carcinoma 
warranted  our  being  named  as  joint  authors  in 
the  published  study. 

A new  push  is  being  made  to  strengthen  the 
various  cooperative  groups  with  multidiseiplin- 
ary  and  multimodular  therapy.  We  expect  to 
get  funds  to  develop  multidisciplinary  ap- 
proaches in  our  own  institutions.  With  this  in 
mind,  we  hope  the  medical  community  under- 
stands our  efforts  to  expand  our  involvement 
over  the  next  several  months  to  include  radio- 
therapists, pathologists,  and  the  surgeons.  This 
should  improve  our  own  cancer  patient  manage- 
ment, as  well  as  help  insure  that  Delaware  ideas 
are  represented  as  new  national  studies  are  de- 
veloped. Cooperative  studies  are  essential  if  it 
is  recognized  that  it  takes  more  cases  than  any 
one  institution  experiences  to  answer  signifieant 
questions  in  cancer  management  in  a statistically 
valid  fashion. 

It  is  hoped  that  our  colleagues  will  cooperate 
in  these  efforts  to  improve  cancer  patient  care 
by  encouraging  patient  admission  to  cooperative 
clinical  trials.  These  are  carefully  designed  to 
offer  what  is  thought  to  be  equal  but  unknown 
opportunities  for  disease  control  in  areas  of  treat- 
ment where  there  are  no  good  treatments  in  a 
way  where  patient  rights  will  not  be  infringed. 
All  protocols  not  only  have  to  pass  scrutiny  of 
group  approval  but  must  be  checked  through  the 
National  Cancer  Institute  and  be  able  to  survive 
the  criticism  of  local  Human  Rights  Committees 
with  eoncerned  lay  members. 

Delaware  19801.  Tel.  (302)  428-2113. 


Dr.  I'relick  i,s  ('hief.  Section  of  OncoloRy,  Department  of  Medi- 
:ine,  Wilmington  Medical  ('enter. 

*An  NCI-supported  agency  located  at  1200  Jefferson  Street,  Wilmington, 
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SCOTT  W.  ANKENY,  M.D. 

Respected  by  his  fellow  physicians,  loved  by 
his  friends,  the  healer  to  his  grateful  patients, 
nevertheless,  Scott  Wayne  Ankeny  chose  to  leave 
us  August  19,  1975.  He  had  been  ill  for  a long 
time. 

He  was  born  in  Boise,  Idaho,  in  1927,  educated 
in  California,  and  graduated  from  the  University 
of  California  in  1954  with  a Bachelor  of  Arts  de- 
gree. He  obtained  his  medical  education  in 
George  Washington  University  School  of  Medi- 
cine in  Washington,  D.C.,  graduating  in  1961. 

Dr.  Ankeny  subsequently  did  a year  of  intern- 
ship and  a year  of  internal  medicine  at  D.C. 
General  in  the  George  Washington  Service.  He 
came  to  Delaware  in  July  1963  and  worked  for 
one  year  in  the  Memorial  Hospital  Emergency 
Room.  He  then  opened  private  practice  in  July 
of  1964  and  had  since  been  located  at  1805 
Foulk  Road  in  suburban  Wilmington. 

His  parents  are  deceased.  He  is  survived  by 
his  wife,  Barbara;  three  children:  Eileen,  age 
11,  Ashtey,  age  7,  and  Cary,  age  4;  and  three 
brothers. 

He  was  a member  of  the  New  Castle  County 
Medical  Society,  the  Medical*  Society  of  Dela- 
ware, the  American  Medical  Association,  as  well 


as  the  Diabetes  Association  of  Delaware  and  thi| 
Delaware  Academy  of  Family  Physicians. 

Charles  M.  Bancroft,  M.D 
Vi  Vi 

MRS.  SYLVIA  C.  GROSSMAN 

The  medical  community  in  general  and  th(, 
Journal  in  particular  has  lost  a longtime  frienc. 
and  co-worker.  Mrs.  Sylvia  C.  Grossman  died 
after  a short  illness  on  December  3.  Mrs.  Gross- 
man  was  for  many  years  secretary  to  Mrs.  Al- 
berta Tmnck,  Director  of  Nursing  at  Delaware! 
Hospital.  More  recently  she  served  in  the  same 
capacity  to  the  late  R.  O.  Y.  Warren,  M.D.,  and 
to  Doctor  Wayne  Martz,  Director  of  Medical 
Education  at  the  Wilmington  Medical  Center. 
At  the  time  of  her  death  she  was  editorial  as-i 
sistant  to  the  Delaware  Medical  Journal. 

A few  days  before  her  death,  her  75th  birth-  - 
day  was  celebrated  by  her  family  at  the  Hotel  i 
du  Pont. 

The  Journal  extends  its  sincere  condolences  to 
Mrs.  Grossman’s  family:  her  daughter,  Mrs.  Jane 
Rhodes,  on  the  staff  of  the  Medical  Society  of  ' 
Delaware,  her  son  Richard,  seven  grandchildren,  1 1 
and  three  great-grandchildren. 

VS  I 


MONKEYS:  BETTER  TO  LET  THEM  DIAL  ROOM  SERVICE? 

Equipment,  chemicals,  and  laboratory  animals  which  have  been  used  in  the  past  are 
now  much  more  expensive  ...  A guinea  pig  which  was  $6  in  1970  is  now  $11.  Ham- 
sters have  gone  from  $1.15  to  $2.15.  Small  monkeys  (four  to  six  pounds)  cost  $55  in 
1970  and  $125  in  1975.  Indeed,  board  for  monkeys  (the  monthly  charge  for  cage  space, 
food,  cleaning,  and  heat)  has  increased  350  percent  from  1972  to  1975. 

If  this  cost  increases  another  350  percent  it  would  probably  be  advantageous  to  house 
the  monkeys  in  the  Hilton  hotel  and  teach  them  to  dial  room  service. 

Allan  C.  Barnes,  M.D. 

Vice  President 
The  Rockefeller  Foundation 

Excerpted  from  the  Rockefeller  Foundation  Bulletin.  Vol.  2,  No.  3,  August  1975. 
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TO  STRIKE  OR  NOT  TO  STRIKE? 


The  right  to  strike  is  a generally  accepted 
means  of  various  groups  of  people  to  seek  redress 
of  a grievance  or  to  impress  upon  the  public  the 
urgency  of  their  demands.  Such  job  actions, 
a euphemism  for  strike,  are  common  in  many  vo- 
cations of  our  society.  In  recent  years,  some 
professional  groups  have  adopted  the  strike  tac- 
tic to  call  attention  to  their  particular  problem. 
Teachers  striking  to  enforce  their  demands  have 
become  common  enough,  but  until  the  past  year 
physicians  have  not  been  involved  in  such  ac- 
tivity. 

All  this  changed  with  the  strike  by  house  phy- 
S sicians  in  New  York.  As  is  often  the  case,  the 

'l 

young  point  the  way  to  the  old,  and  wc  witnessed 
' strikes,  slow-downs,  or  job  actions  by  practicing 
physicians  in  the  private  sector  which  were  un- 
dertaken to  bring  attemtion  to  problems  of  cost 
j and/or  availability  of  medical  malpractice  insur- 
ance.  The  degree  of  success  of  those  actions  is 
open  to  (picstion,  depending  on  one’s  point  of 
I view,  but  it  would  appear  that  tin*  side  effects 
of  the  actions  probably  cancelled  the  success, 
if  any. 

One  hears  from  time  to  time,  suggestions  that 
we  in  Delaware  might  have  to  take  such  actions 
if,  in  the  next  year,  wc  find  ourselves  in  the  same 
crunch  as  physicians  in  some  other  states.  It  is 
i quite  possible  that  such  a decision  will  have  to 
be  considered  in  the  coming  year.  But,  in  iny 
judgmc'nt,  our  position  in  respect  to  strike  action 
must  be  an  emphatic  NO! 

Such  a negative  position  is  valid  if  for  no  other 
reason  than  that  all  the  evidence  to  date  indi- 
I cates  it  to  be  of  limited  usefulness,  not  accom- 
plishing anything  that  couldn’t  be  achieved  by 
more  dcxsirable  means. 


But  beyond  this  reason  is  a more  important 
one  for  rejecting  job  actions,  and  that  reason  is 
that  we’re  all  members  of  an  unusual  profession 
— a calling  if  you  like,  if  our  motives  are  pure, 
to  heal  the  sick  and  the  injured.  While  other 
professions  and  vocations  are  dedicated  also  to 
aid  mankind  and  in  so  doing  accept  certain  re- 
strictions, society  has  set  us  apart  from  other 
areas  of  human  endeavor  as  a special  group,  and 
deservedly  or  not,  has  accorded  us  a special  re- 
spect and  esteem,  not  to  mention  rewarding  us 
with  a generally  high  standard  of  living. 

If  we  accept  this  role,  and  we  do,  we  must 
accept  the  responsibilities  that  go  with  it.  Ac- 
ceptance of  the  mantle  of  phvsician  entails  giving 
up  more  privileges  of  lif(‘  that  others  take  for 
granted — regular  hours,  regular  holidays,  unin- 
terrupted meals  and  sleep,  etc. — but  the  reward 
of  personal  satisfaction  more  than  makes  up  for 
these  inconveniences. 

As  we  enter  the  year  1976,  the  Medical  Society 
of  Delaware  will  approach  our  General  Assembly 
to  seek  its  help  in  finding  solutions  that  address 
the  whole  problem  of  medical  malpractice  and 
liability  insurance.  Any  success  we  will  have  in 
our  efforts  will  be  the  result  of  our  ability  to 
convince  our  legislators  that  our  proposed  solu- 
tions are  not  merely  self-ser\'ing  but  rather  will 
be  in  the  long  term  best  interests  of  those  we 
serve  — our  patients.  A phvsician  “job-action” 
will  be  no  substitute  for  reason  and  persuasion. 
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□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 

□ oxycodone,  the  principal  ingredient 

of  Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 

□ one  tablet  q. 6 h* 


Each  yellow,  scored  tablet  contains  4,50  mg.  oxycodone  HCI  (Warning: 
May  be  habit  forming),  0.38  mg.  oxycodone  terephthalate  (Warning:  May  ( 
be  habit  forming).  224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

See  Brief  Summary 

'■'See  dosage  and  administration  section  of  Brief  Summary 


Whenever  an  APC/narcotic  is  indicated 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warning:  May 
be  habit  forming).  0 38  mg.  oxycodone  terephthalate  (Warning:  May  be 
habit  lormingl.  224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 
INDICATIONS:  Forihe  relief  ol  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  oxycodone,  aspirin,  phenac- 
etin or  caffeine. 

WARNINGS:  toy /7ey7CTtfe/7fe.  Oxycodone  can  produce  drug  dependence  of 
the  morphine  type  and,  therefore,  has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated 
administration  of  PERCODAN,  and  it  should  be  prescribed  and  adminis- 
tered with  the  same  degree  of  caution  appropriate  to  the  use  ol  other  oral 
narcotic-containing  medications  Like  other  narcotic-containing  medica- 
tions, PERCODAN  is  subject  to  the  Federal  Controlled  Substances  Act 
Usage  in  ambulatory  patients.  Oxycodone  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks 
such  as  driving  a car  or  operating  machinery.  The  patient  using  PERCODAN 
should  be  cautioned  accordingly. 

Inleraction  mib  other  central  nervous  system  depressantsiPaUenls  lene'mng 
other  narcotic  analgesics,  general  anesthetics,  phenothiazines,  other  tran- 
quilizers, sedative-hypnotics  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  PERCODAN  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents 
should  be  reduced. 

Usage inpregnancy:$ateuse  inpregnancy  has  not  been  established  relative 
to  possible  adverse  effects  on  fetal  development.  Therefore,  PERCODAN 
should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physi- 
cian, the  potential  benefits  outweigh  the  possible  hazards. 
//saye/flcAz/okefl,' PERCODAN  should  not  be  administered  tochildre'. 

Salicylates  should  be  used  with  caution  in  the  presence  ol  peptic  ulcer  or 
coagulation  abnormalities. 


Head  injury  and  increased  intracranial  pressure.  The  respi- 
ratory depressant  ellects  of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerafed  in  the  presence  of  head 
iniury,  other  intracranial  lesions  or  a pre-existing  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  ob- 
scure the  clinical  course  of  poiienls  with  head  iniuries. 

Acute  abdominal  conditions:  The  administration  ol  PERCODAN  or  other 
narcotics  may  obscure  the  diagnosis  or  clinical  course  in  patients  with 
acute  abdominal  conditions. 

Special nsk patients:  PERCODAN  should  be  given  with  caution  to  certain 
patients  such  as  the  elderly  or  debilitated,  and  those  with  severe  impair- 
ment of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  and 
proslalic  hypertrophy  or  urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in  exces- 
sive amounts  for  a long  time. 

ADVERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions 
include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting.  Some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus. 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according 
to  the  severity  ol  the  pain  and  the  response  of  the  patient.  It  may  occasion- 
ally be  necessary  to  exceed  the  usual  dosage  recommended  below  incases  of 
more  severe  pain  or  in  those  patients  who  have  become  tolerant  to  the  anal- 
gesic effect  of  narcotics.  The  usual  adult  dose  is  one  tablet  every  six  hours  as 
needed  lor  pain. 

DRUG  INTERACTIONS:  The  CNS  depressant  effects  of  PERCODAN  may  be 
additive  with  that  of  other  CNS  depressants.  See  WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  effect  of 
uricosuric  agents. 


MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms:  Serious  ovt| 
dose  with  PERCODAN  is  characterized  by  respiratory  depression,  extrer; 
somnolence  progressing  to  stupor  or  coma,  skeletal  muscle  flaccidity,  coi 
and  clammy  skin,  and  sometimes  bradycardia  and  hypotension.  In  seve 
overdosage,  apnea,  circulatory  col  lapse,  cardiac  arrest  and  death  may  occiil 
The  ingestion  ol  very  large  amounts  of  PERCODAN  may,  in  addition,  resi 
inacutesalicylate  intoxication.  j 

fea/mefl/.' Primary  attention  should  be  given  to  the  reestablishment  ol  ac, 
quate  respiratory  exchange  through  provision  ol  a patent  airway  and  I 
institution  of  assisted  or  controlled  ventilation.  The  narcotic  antagonii 
naloxone,  nalorphine  or  levallorphan  are  specific  antidotes  against  respii 
lory  depression  which  may  result  from  overdosage  or  unusual  sensitivity 
narcotics,  including  oxycodone.  Therefore,  an  appropriate  dose  ol  one  ol  Ihr 
antagonists  should  be  administered,  prelerably  by  the  intravenous  rou.i 
simultaneously  with  efforts  at  respiratory  resuscitation.  Since  the  durati; 
of  action  of  oxycodone  may  exceed  that  of  the  antagonist,  the  patient  shoi 
be  kept  under  continued  surveillance  and  repeated  doses  of  the  antagon 
should  be  administered  as  needed  to  maintain  adequate  respiration.  I 
An  antagonist  should  not  be  administered  in  the  absence  of  clinica 
significant  respiratory  or  cardiovascular  depression. 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  measui 
should  be  employed  as  indicated.  ' 

Gastricemptyingmaybeuseful  in  removing  unabsorbed  drug,  : 
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EVALUATION  OF  SEXUAL  AMBIGUITY 

Thomas  Moshang,  Jr.,  M.D. 


The  evaluation  of  an  infant  with  ambiguous 
genitalia  presents  two  problems  to  a physician, 
namely,  gender  assignment  and  etiologic  factors 
causing  abnormal  fetal  genital  development.  Al- 
though these  two  problems  are  necessarily  inter- 
related, the  urgency  of  a proper  sex  assignment 
is  obvious,  whereas  etiologic  factors  may  never 
be  ascertained.  The  classic  studies  by  Money 
and  associates  emphasize  that  adult  psychosexual 
orientation  is  most  closely  correlated  with  the 
sex  of  rearing  and  that  gender  role  is  estabUshed 
during  early  infancy  and  can  rarely  be  re- 
versed.’- It  has  been  shown  that  psychosexual 
differentiation  is  influenced  mainly  by  sex  assign- 
ment and  environmental  conditions  and  not  by 
chromosomes,  gonads,  or  sex  hormones. 

Sex  Assignment 

Efforts  directed  towards  the  evaluation  of  a 
newborn  with  ambiguous  genitalia  must  be  car- 
ried out  immediately  after  delivery  if  the  con- 
dition of  the  newborn  permits.  Certainly  a sex 
assignment  should  be  made  within  72  hours.  It 
has  been  my  practice  to  recommend  that  parents 
remain  in  seclusion  and  not  notify  relatives  or 

Dr.  Moshang  is  Associate  Professor  of  Pediatrics  and  Head, 
Section  of  Pediatric  Endocrinology  and  Metabolism,  Hahnemann 
Medical  C'ollege  and  Hos}>ital,  Philadelphia. 


This  pa]ter  was  adapted  from  a presentation  to  the  Department 
of  Pediatrics,  Wilmington  Medical  Center. 


friends,  if  possible,  of  the  birth  of  the  child  un- 
til a gender  has  been  assigned. 

The  two  immediate  laboratory  studies  that 
should  be  performed  is  a buccal  smear  for 
chromatin  bodies  and  a 24-hour  urine  for  17 
ketosteroid  excretion.  Table  1 outlines  a schema 
for  the  immediate  evaluation  and  assignment  of 
gender  in  a newborn  with  ambiguous  genitalia. 
An  infant  with  a positive  buccal  smear  should  be 
considered  to  have  the  adrenogenital  syndrome 
until  all  studies  are  completed.  Not  only  is  it 
the  most  common  diagnosis  in  a female  with 
ambiguous  genitalia,  but  one  must  also  be  alerted 
to  the  possibility  of  a salt-losing  adrenal  crisis.® 
The  determination  of  urinary  excretion  of  17 
ketosteroids  can  be  completed  within  72  hours 
and  will  be  elevated  in  the  more  common  forms 
of  the  adrenogenital  syndrome. 

The  search  for  a possible  drug  or  teratogen 
must  be  detailed,  searching  for  possible  viral  ill- 
nesses that  might  cause  gonadal  damage  or 
sources  of  sex  steroids  such  as  androgens  or  es- 
trogens. Historical  information  concerning  pos- 
sible virilizing  syndromes  in  the  mother  should 
be  elicited. 

The  physical  examination  must  include  a uro- 
logical surgeon’s  opinion,  but  one  must  be  ex- 
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TABLE  1 

EVALUATION  OF  AMBIGUOUS  GENITALIA 
A.  First  72  hours — Gender  Assignment 


Procedure 

Results  ( ) * 

Results  ( ) * 

1 . Buccal  Smear 

Positive  (XX,  XXY,  XX/XY) 

Negative  (XY,  XO,  XO/XY) 

2.  17  ketosteroids 

Elevated  (AG) 

Elevated  (AG) 

3.  History 

1. 

Drugs  (Dl) 

1 . Teratogens  (GF) 

2. 

Virilized  mother  (MV) 

2.  Others  with  ambiguous 

genitalia  (AG,  TFS,  CAB) 

3. 

Others  with  ambiguous 
genitalia  (AG,  CAB) 

4.  Physical  Exam 

Other  anomalies  (Idio,  CAB) 

1.  Other  anomalies  (Idio,  CAB) 

2.  Palpable  testes  (TFS,  GF) 

5.  Vaginogram 

Uterus  absent  (TH) 

1.  Uterus  absent  (TFS,  GF,  TH) 

2.  Uterus  present  (TH,  TFS) 

6.  Gender  Assignment 

Usually  female 

Male  or  female 

Further  Studies  in  Order  to  Evaluate 

Etiology 

1.  Karyotype** 

46XX 

46XY 

2.  Urinary  steroid  precursors 

Elevated  androgens  (AG) 

Elevated  precursors  (AG) 

3.  Gl  and  GU  Roentgenograms 

Abnormal  (Idio) 

Abnormal  (Idio) 

4.  Exploratory  Surgery 

Normal  Ovaries  (Idio) 

Normal  testes  (TFS,  Idio) 

Ovatestes  (TH) 

Gonadal  dysgenesis  (GF) 
Ovatestes  (TH) 

*(  ) Refers  to  possible,  not  necessarily  absolute,  diagnosis 

'^Chromosomal  abnormalities  such  as  45XO/46XY  and  other  mosaics,  may  be  associated  with  abnormal  roentgenograms,  internal  genital 
malformations,  or  gonadal  abnormalities. 

AG— Adrenogenital  syndrome  MV— Maternal  virilizing  tumor  TFS— Testicular  feminization  syndrome  Idio — Idiopathic 

OI“Orug  induced  CiK— Gonadal  failure  C'A B — Chromosomal  abnormality  TH — True  hermaphrodite 


trcmcly  careful  not  to  assign  a gender  based  on 
examination  alone.  Sonu“  of  the  most  virili/.ed 
female  infants  have  the  adrenogenital  .syndrome, 
and  a male  sex  assignment  will  necessitate  cas- 
tration and  hysterectomy  at  an  older  age  with 
attendant  infertility.  In  the  chromatin  positive 
infant,  the  gender  assignment  will  almost  always 
be  female.  In  the  infant  with  a chromatin  nega- 
tive buccal  smear,  the  sex  assignment  must  be 
made  on  the  basis  of  poU'utial  future  sexual 
function.  Those  males  with  complete  or  almost 
complete  banale  external  genitalia  should  be 
raised  as  females.  Substitution  therapy  with 
estrogens  after  puberty  will  cause  feminization 
and  plastic  surgical  correction  of  an  inadeipiate 
vagina  will  provide  satisfactory  sexual  function. 

In  those  infants  not  having  the  more  eommon 
forms  of  the  adrenogenital  syndrome,  the  diag- 
nosis may  be  less  definite,  and  further  studies  are 
in  order.  The  above  studies,  however,  should 


have  provided  enough  information  for  a gender 
assignment;  and  further,  more  complicated 
studies,  such  as  chromosome  analyses,  roentgeno- 
graphic  studies,  and  perhaps  even  exploratory 
surgery,  can  be  pursued  in  a more  leisurely 
fashion.  (Table  IB) 

Causes  of  Sexual  Ambiguity 

In  order  to  delineate  more  clearly  a possible 
cause  for  ambiguous  development  of  sexual  or- 
gans, more  definitiv^e  and  often  more  invasive 
studies  may  need  to  be  pursued.  It  is  also  pos- 
sible that  despite  extensive  evaluation,  an  etio- 
logic  factor  will  not  be  discovered,  such  as  a tera- 
togen causing  fetal  testicular  failure.  Table  2 
lists  the  more  common  causes  of  ambiguous  sex- 
ual development. 

The  development  of  the  undifferentiated  fetal 
gonad  into  an  ovary  or  a testis  is  directed  by 
genetic  inducers.  Although  there  are  known  ex- 
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TABLE  2 

ETIOLOGIES  OF  SEXUAL  AMBIGUITY 

A.  Chromosomal  Disorders 

1.  Sex  chromosome  mosaicism  (XO/XY  and 
variation ) 

B.  Gonadal  Abnornralities 

1 . Testicular  failure 

2.  True  hermaphroditism 

C.  Adrenogenital  Syndrome 

1.  Female — 21  hydroxylase,  11  hydroxylase 
and  3j3-o\ 

2.  Male — 3y5-ol  dehydrogenase,  17  hydroxy- 
lase and  20,  22  desmolase 

D.  Maternal  Virilization  of  Female 

1.  Drug  induced 

2.  Maternal  virilizing  tumors 

E.  Partial  Testicular  Feminization  Syndrome 

F.  Idiopathic 

1.  Isolated  idiopathic  virilization 

2.  Idiopathic  virilization  associated  with  mid- 
line anomalies 

ceptions,  usually  the  presence  of  two  X chromo- 
somes will  direct  the  cortex  of  the  undifferenti- 
ated gonad  to  develop  into  an  ovary,  and  XY 
chromosomes  direct  the  medullary  portion  of  the 
undifferentiated  gonad  to  develop  into  a testis. 
Abnormalities  of  the  sex  chromosomes,  especially 
mosaicism  such  as  XO/XY  or  XX/XY,  often 
cause  abnormal  gonadal  development  with  sub- 
sequent ambiguous  genital  development.'* 

Gonadal  maldevelopment  can  occur  in  the 
presence  of  normal  chromosomes.  Tlie  fetal 
testis  is  the  active  gonad  in  embryologic  develop- 
ment, secreting  at  least  two  hormones."’’*'  One 
is  a large  molecule,  probably  a polypeptide,  re- 
sponsible for  inhibition  of  Mullerian  stmcUircs 
(Mullerian  inhibiting  factor).  The  other  is  an 
androgen,  probably  testosterone,  important  for 
differentiation  of  the  Wolffian  duct  structures  and 
masculinization  of  the  extcnial  genitalia.  Failure 
of  development  of  the  fetal  testis,  depending  on 
timing  during  embryologic  development  and 
degree  of  failure,  can  cause  a variety  of  dis- 
orders of  sexual  development,  including  the  .syn- 
drome of  pure  gonadal  dysgenesis  to  hypo- 
spadius  or  even  completely  normal  masculiniza- 
tion of  external  genitalia  but  associated  with 


anorchia.  The  cause  of  the  testicular  failure  may 
be  any  teratogen,  including  drugs,  radiation,  and 
viruses.  Therefore,  exploratory  laparotomy  may 
reveal  a dysgenetic  gonad  or  complete  absence 
of  gonads  without  any  known  damaging  agent. 

Exploratory  laparotomy  may  also  reveal  the 
presence  of  both  cortical  (ovarian)  and  medul- 
lary (testicular)  gonadal  elements,  or  true  her- 
maphroditism. Approximately  fifty  percent  of  pa- 
tients with  true  hermaphroditism  have  a normal 
46XX  karyotype,  and  one-third  have  a normal 
46XY  karyotype.  The  remaining  number  include 
those  patients  with  aberration  of  sex  chromo- 
somes. The  true  hermaphrodite  will  most  often 
present  with  either  normal  female  external  geni- 
talia or  ambiguous  genitalia.  Perhaps  ten  per- 
cent will  have  normal  male  genitalia. 

Probably,  the  most  common  cause  of  ambigu- 
ous genital  development  is  secondary  to  the 
adrenogenital  syndrome.  This  syndrome  is  sec- 
ondary to  inherited  deficiencies  of  enzymes 
necessary  for  complete  steroid  biosynthesis.  The 
21  hvdroxvlase  defect  is  the  most  common  in- 
herited deficiency  and  accounts  for  over  ninety 
percent  of  the  cases  of  the  adrenogenital  syn- 
drome. In  this  .specific  defect,  the  female  fetus 
is  virilized  bv  the  high  circulabng  adrenal  andro- 
gens. There  are  more  rare  defects,  .such  as  a 
deficiency  of  the  3^-hvdrox\  steroid  dehydro- 
genase, which  can  cause  not  only  masculiniza- 
tion of  the  female  fetus  but  also  feminization  of 
the  male  fetus. ^ 

Although  drug  ingestion  b)  the  mother,  u-sually 
for  threatened  abortion,  was  a fairlv  common 
cause  for  virilization  of  a female  fetus  in  the 
past,  recognition  of  this  iatrogenic  cause  has  re- 
sulted in  a decreased  use  of  the  incriminated 
drugs.  Such  drugs  obviouslv  include  the  known 
andi'ogens  but  also  inxoK'c  progestational  agents 
such  as  17  ethinyl-19-nor  testosterone  (Norlutin- 
Parkc-Davis). 

Vhrilization  of  a fcnralc  fetus  can  also  be  sec- 
ondarv  to  rare  virilizing  tumors  in  the  mother, 
tumors  such  as  an  arrheiroblastoma,  lutcoma,  aird 
others.  These  tumors  are  usuallv  ovarian  in 
origin,  but  an  oecasional  adi'cnal  adenoma  has 
been  rtqrorted.  Almost  always  these  tumors  are 
manifested  fry  virilization  in  th(-  mother  also.* 
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The  testicular  feminization  syndrome  has  com- 
plete and  partial  varieties.  These  patients  have 
a 46XY  karyotype,  fairly  normal  testes,  absence 
of  mullerism  duct  structures,  and  a blind  vaginal 
pouch.  The  external  genitalia  are  normal  female 
in  the  complete  form  and  ambiguous  in  the  par- 
tial ( or  incomplete ) form.  Both  variants  are  in- 
herited disorders’  of  end  organ  insensitivity  to 
testosterone. 

Finally,  there  are  a number  of  patients  in 
whom  no  cause  for  virilization  can  be  elicited, 
even  after  exploratory  surgery.  The  possibihty 
of  a virilizing  drug  can  never  be  excluded  in  the 
female.  Some  of  these  patients  have  associated 
abnormalities  of  midline  structures,  such  as  an 
imperforate  anus.  In  the  male,  feminization 
without  a detectable  cause  can  more  easily  be 
accepted  since  teratogenic  damage  to  the  fetal 
testis  during  a critical  period  of  intrauterine  life 


could  result  in  feminization.  In  the  female,  how- 
ever, one’s  inability  to  find  an  androgen  is  often 
perplexing. 
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V.  DelDuca,  Jr.,  M.D.  E.  Wayne  Martz,  M.D. 

W.  J.  Holloway,  M.D.  R.  H.  Morgan,  M.D. 

D.  A.  Levitsky,  M.D.  B.  Z.  Paulshock,  M.D. 

W.  A.  Taylor,  M.D. 


MEDICAL  REVIEW  COMMITTEE 

Edgar  R.  Miller,  Jr.,  M.D.,  Chairman 
Joseph  E.  Belgrade,  M.D.,  Vice-Chairman 


J.  P.  Aikins,  M.D. 

D.  A.  Alvarez,  M.D. 

B.  L.  Bolasny,  M.D. 

J.  L.  Campbell,  M.D. 
L.  L.  David,  M.D. 

E.  Dennis,  M.D. 

C.  L.  Edwards,  M.D. 


A.  Gelb,  M.D. 

J.  T.  Hogan,  M.D. 

A.  Lazarus,  M.D. 

J.  M.  Levinson,  M.D. 
W.  W.  Moore,  M.D. 
J.  J.  Palacio,  M.D. 

E.  S.  Scott,  D.O. 


MEDICAL  SERVICES  INSURANCE  COMMITTEE 

Joseph  E.  Belgrade,  M.D.,  Chairman 
Joseph  A.  Arminio,  M.D.,  Vice-Chairman 


J.  R.  Anticaglia,  M.D. 
J.  M.  Barsky,  Jr.,  M.D. 
J.  H.  Benge,  M.D. 

I.  F.  Chavin,  M.D. 

W.  B.  Cooper,  M.D. 

R.  T.  D’Alonzo,  M.D. 
V.  T.  Davis,  M.D. 

N.  A.  de  Leeuw,  M.D. 
T.  E.  Dyer,  M.D. 

I C.  L.  Edwards,  M.D. 

R.  E.  Erb,  M.D. 


O.  K.  Hamilton,  M.D. 

F.  G.  Hawkins,  M.D. 

C.  E.  Hill,  M.D. 

A.  Lazarus,  M.D. 

J.  M.  Levinson,  M.D. 

W.  R.  Mast,  M.D. 

R.  L.  Meckelnburg,  M.D. 
W.  W.  Moore,  M.D. 

C.  S.  Papastavros,  M.D. 
M.  Peters,  M.D. 

E.  M.  Phillips,  D.O. 

D.  Platt,  M.D. 

0.  Sluzar,  M.D. 

1.  J.  Tikellis,  M.D. 


j!  P.  C.  Erancisco,  M.D. 

|:  M.  Gibbs,  M.D. 

I'  C.  E.  Graybeal,  M.D. 

H.  Wilk,  M.D. 

I PROGRAM  COMMITTEE 

Mustafa  Oz,  M.D.,  Chairman 


i L.  Edelsohn,  M.D.  S.  W.  Rose,  M.D. 

t B.  Z.  Paulshock,  M.D.  E.  Schneider,  M.D. 

C.  M.  Smith,  M.D. 


SPECIAL  COMMITTEES 

COMMITTEE  ON  AGING 
William  D.  Shellenberger,  M.D.,  Chairman 


Mrs.  R.  Archangelo 
J.  W.  Barnhart,  M.D. 
Mr.  P.  L.  Buehrle 
Mrs.  E.  L.  Cain 
Miss  E.  B.  Chetkowska 
Mrs.  C.  B.  Hearne 
Rev.  C.  L.  Eulmer,  Jr. 
Ms.  D.  Gribbsby 
Mrs.  L.  Jones 
T.  G.  Kunyckyj,  M.D. 
Mr.  M.  Milbouer 


C.  G.  Pierce,  Jr.,  M.D. 
H.  Reed,  M.D. 

Mrs.  D.  C.  Schwartz 
A.  R.  Shands,  Jr.,  M.D. 
Chaplain  L.  Swanson 
Mr.  R.  Templer 
A.  Vinograd,  M.D. 

Mrs.  Kama  Wildt 

G.  C.  Connolly,  M.D. 

H.  J.  Laggner,  M.D. 

D.  W.  MacKelcan,  M.D. 


COMMITTEE  ON  EDUCATION,  SUPPLY,  AND 
DISTRIBUTION  OF  PHYSICIANS 
IN  DELAWARE 


David  A.  Levitsky,  M.D.,  Chairman 


Mrs.  A.  S.  Bader 
Mrs.  M.  J.  Clark 
C.  DeHart,  M.D. 
Mr.  J.  DeLong 
J.  Gelb,  M.D. 


R.  B.  Glidden,  M.D. 

C.  E.  Graybeal,  M.D. 

E.  W.  Martz,  M.D. 

R.  L.  Meckelnburg,  M.D. 
B.  Rose,  M.D. 


COMMITTEE  ON  LONG-RANGE  PLANNING 


Rhoslyn  J.  Bishoff,  M.D.,  Chairman 
John  J.  Egan,  M.D.,  Co-Chairman 


D.  A.  Alvarez,  M.D. 
J.  Beebe,  Jr.,  M.D. 

P.  R.  Coggins,  M.D. 
M.  H.  Dorph,  M.D. 


L.  B.  Elinn,  M.D. 

O.  K.  Hamilton,  M.D. 
H.  S.  Rafal,  M.D. 

P.  L.  Rothbart,  M.D. 
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MEDICAL  PLACEMENT  SERVICE 
is  a service  for  YOU  ! ! ! 

We  Can  Provide  . . . 

1.  Permanent  Medical  Personnel  — 

Medical  secretaries,  laboratory  or  x-ray  technicians,  recep- 
tionists, nurses,  dental  hygienists  or  assistants,  physical  thera- 
pists-ANY  medical  personnel  needs. 

2.  Temporary  Medical  Personnel  — 

Part-time  help,  vacation  or  illness  relief;  for  a few  hours, 
days,  weeks.  Remember  too,  that  these  people  are  on  our  pay- 
roll, eliminating  your  responsibility  as  to  malpractice  insurance, 
taxes,  unemployment  and  workmens  compensation. 

3.  Private  Duty  Personnel - 

Registered  Nurses  or  Licensed  Practical  Nurses,  and  Nurse 
Assistants  for  home,  hospital,  or  nursing  home  as  needed. 

4.  Travel  Escorts - 

RN's,  LPN's,  Aides,  or  Companions  for  patient  transfers,  to 
assist  a handicapped  or  incapacitated  person  on  a vacation  or 
cruise,  or  to  accompany  a group  of  senior  citizens  or  others  for 
a day  trip  or  longer  tour. 

WHAT  DO  YOU  NEED???? 

Call  658-8995  and  we"ll  be  happy  to  help.  If  you  need 
us  after  5 p.m.  or  on  weekends  call  655-0828. 

MEDICAL  PLACEMENT  SERVICE 

1004  West  24th  Street 
Wilmington,  Delaware 
Phone  658-8995 


Committees  of  the  Medical  Society  of  Delaware 


CONTINUING  EDUCATION  AND 
CERTIFICATION  COMMITTEE 

E.  Wayne  Martz,  M.D.,  Chairman 


C.  Allen,  M.D. 

D.  A.  Alvarez,  M.D. 

M.  Amini,  M.D. 

T.  R.  Brooks,  M.D. 

A.  Cucuzzella,  M.D. 

L.  O.  de  Bernard,  M.D. 

N.  A.  de  Leeuw,  M.D. 

J.  Gelb,  M.D. 

C.  I.  Glassman,  M.D. 
H.  W.  Gray,  Jr.,  M.D. 
C.  R.  Green,  Jr.,  M.D. 

K.  Gurdikian,  M.D. 

O.  K.  Hamilton,  M.D. 
R.  C.  Hayden,  M.D. 

Z.  Hossain,  M.D. 


W.  R.  Johnson,  M.D. 
K.  A.  Kim,  M.D. 

P.  V.  Martin,  M.D. 

G.  F.  Mclnnes,  M.D. 
P.  J.  Mette,  M.D. 

S.  S.  Morovati,  M.D. 
M.  Oz,  M.D. 

J.  Pamintuan,  M.D. 

B.  Z.  Paulshock,  M.D. 
J.  F.  Reamer,  M.D. 
W.  F.  Renzulli,  M.D. 

H.  Rosenblum,  M.D. 
W.  G.  Slate,  M.D. 

J.  C.  Straughn,  M.D. 
D.  T.  Walters,  M.D. 


ENVIRONMENTAL  AND  PUBLIC 
HEALTH  COMMITTEE 


Frank  T.  O’Brien,  M.D.,  Chairman 
G.  J.  Boines,  M.D. 

J.  C.  Bonnett,  M.D. 


E.  D.  Bryan,  M.D. 

J.  E.  DeLaurentis,  M.D. 

D.  M.  Gay,  M.D. 

A.  Gelb,  M.D. 

E.  F.  Gliwa,  M.D. 

P.  Mostafavee,  M.D. 

W.  Omans,  M.D. 


H.  Reed,  M.D. 

V.  V.  Sagar,  M.D. 

E.  Schneider,  M.D. 
E.  S.  Schubert,  M.D. 

W.  L.  Sprout,  M.D. 
C.  H.  Un,  M.D. 

H.  F.  Wendel,  M.D. 
A.  C.  Wooden,  M.D. 
J.  R.  Zahn,  M.D. 


JOINT  PRACTICE  COMMITTEE  FOR 
PHYSICIANS  AND  NURSES 


William  H.  Duncan,  M.D.,  Chairman 
M.  V.  Andersen,  Jr.,  M.D.  C.  L.  Minor,  M.D. 

R.  W.  Frelick,  M.D.  W.  Omans,  M.D. 

E.  F.  Gliwa,  M.D.  R.  B.  Pvodrigue,  M.D. 

P.  V.  Martin,  M.D.  L.  Rosenbaum,  M.D. 

D.  T.  Walters,  M.D. 

LIABILITY  INSURANCE  COMMITTEE 


James  B.  McClements,  M.D.,  Chairman 
D.  A.  Nelson,  M.D. 
W.  P.  Portz,  M.D. 


D.  A.  Alvarez,  M.D. 

I.  F.  Chavin,  M.D. 

R.  C.  Corbalis,  M.D. 
M.  Gibbs,  M.D. 

O.  K.  Hamilton,  M.D. 


O.  Sluzar,  M.D. 

H.  J.  Stein,  M.D. 

A.  F.  Zimmerman,  M.D. 


MATERNAL  AND  CHILD  CARE  COMMITTEE 


William  D.  Johnson,  M.D.,  Chairman 


T.  E.  Chronister,  M.D. 
L.  L.  David,  M.D. 

T.  E.  Dyer,  M.D. 

I R.  E.  Erb,  M.D. 

I K.  L.  Esterly,  M.D. 

I P.  C.  Francisco,  M.D. 

I N.  Haritos,  M.D. 

I R.  C.  Hayden,  M.D. 


G.  R.  Hilty,  III,  M.D. 
C.  M.  Hoffman,  M.D. 
N.  Kuseybi,  M.D. 

W.  Omans,  M.D. 

H.  Rosenblum,  M.D. 

N.  L.  Steg,  M.D. 

H.  H.  Stroud,  M.D. 

O.  S.  Weaver.  M.D. 


MEDICINE  AND  RELIGION  COMMITTEE 
Harvey  E.  Mast,  M.D.,  Chairman 


C.  M.  Bancroft,  M.D. 
G.  C.  Connolly,  M.D. 
L.  O.  de  Bernard,  M.D. 
Rev.  P.  J.  Henry 
C.  Hill,  M.D. 

T.  G.  Kunyckyj,  M.D. 
C.  L.  Minor,  M.D. 

W.  Omans,  M.D. 


G.  Sarmousakis,  M.D. 
W.  L.  Sprout,  M.D. 
Chaplain  L.  Swanson 
J.  R.  Temple,  M.D. 

M.  E.  Traynor,  M.D. 
R.  H.  Weiss,  M.D. 

R.  Winkelmayer,  M.D. 
A.  C.  Wooden,  M.D. 


MEDICO-LEGAL  AFFAIRS  COMMITTEE 

Martin  Gibbs,  M.D.,  Chairman 
J.  T.  Metzger,  M.D.,  Vice-Chairman 
A.  Cucuzzella,  M.D.  C.  E.  Graybeal,  M.D. 

S.  Franklin,  M.D.  A.  Z.  Hameli,  M.D. 

I.  J.  Tikellis,  M.D. 


MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE  COMMITTEE 


Janet  P.  Kramer,  M.D.,  Chairman 


T.  M.  Alatur,  M.D. 

F.  W.  Baker,  Jr.,  M.D. 
R.  T.  Beattie,  M.D. 

R.  H.  Beckert,  M.D. 

R.  W.  Buckley,  M.D. 

E.  N.  Cuba,  M.D. 

L.  O.  de  Bernard,  M.D. 
J.  E.  DeLaurentis,  M.D. 
J.  A.  Click,  M.D. 

C.  A.  Granda,  M.D. 

T.  H.  Hogshead,  M.D. 
T.  G.  Kunyckyj,  M.D. 


H.  A.  Lovett,  Jr.,  M.D. 
D.  W.  MacKelcan,  M.D, 
L.  C.  Mankin,  M.D. 

I.  V.  Monteleone,  M.D. 
P.  J.  Olivere,  M.D. 

W.  Omans,  M.D. 

J.  Z.  Pearson,  M.D. 

W.  T.  Reardon,  M.D. 

H.  L.  Reed,  M.D. 

G.  Sarmousakis,  M.D. 

R.  Winkelmayer,  M.D. 


S.  Yu,  M.D. 

J.  R.  Zahn,  M.D. 

NATIONAL  LEGISLATION  COMMITTEE 


Allston  J.  Morris,  M.D.,  Chairman 
R.  J.  Bishoff,  M.D.  P.  J.  Mette,  M.D. 

J.  J.  Bredall,  M.D.  I.  V.  Monteleone,  M.D. 

R.  L.  Meckelnburg,  M.D.  E.  M.  Renzi,  M.D. 

J.  R.  Yanez,  M.D. 


SCHOOL  HEALTH  COMMITTEE 
Robert  W.  Frelick,  M.D.,  Chairman 


S.  W.  Bartoshesky,  M.D. 
r.  E.  Chronister,  M.D. 

J.  A.  J.  Forest,  Jr.,  M.D. 
G.  R.  Hilty,  III,  M.D. 
W.  R.  Johnson,  M.D. 

J.  P.  Kramer,  M.D. 

M.  Lynam,  M.D. 

L.  C.  Mankin,  M.D. 

M rs.  R.  McMullen 


W.  Omans,  M.D. 

C.  G.  Pierce,  Jr.,  M.D. 
P.  Ramsey,  M.D. 

E.  Schneider,  M.D. 

L.  H.  Seltzer,  M.D. 

N.  L.  Steg,  M.D. 

Mrs.  E.  Vincent 
A.  Vinograd,  M.D. 

D.  T.  Walters,  M.D. 


VENEREAL  DISEASE  COMMITTEE 
Roger  B.  Rodrigue,  M.D.,  Chairman 
P.  Huntington,  Jr.,  M.D.  W.  L.  Porter,  M.D. 

L.  C.  Mankin,  M.D.  L.  R.  Salameda,  M.D. 

W.  A.  Taylor,  M.D. 
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608  N.  UNION  STREET 
Wilmington,  Delaware 
PHONE  652-0300 
SURGICAL,  ORTHOPEDIC  and  PROSTHETIC  APPLIANCES 


HOMEMAKERS^  is 
a national  organization 
of  home  and  health 
care  personnel. 


...at  home 
or  in  the 
hospital, 
whenever 
you  need  help 


HOMEMAKERS®  provides  help  through  an  almost 
unlimited  variety  of  health  care  services  per- 
formed by  skilled,  qualified  personnel  . . . 
LICENSED  AND  PRACTICAL  NURSE,  VISITING 
HOME  MANAGER  AND  COMPANION.  HOME- 
MAKERS® professionals  are  available  when  you 
need  them  — a day  or  a month  — on  a regular 
schedule  or  just  when  you  call. 

HOMEMAKERS 

656-2551 


HOMEMAKERS’ 

Home  and  Health  Care  Services 


SOAI=5BOl=^OLJOH  IMO. 

636  WILMINGTON  TRUST  BUILDING  WILMINGTON,  DELAWARE  19899 

• Homeowners  Protection  • Pensions  and  Group  Plans 

• Automobile  • Estate  Planning 

• Life  • Investment  Services 

• Business  Insurance  • Professional  Liability 

302/571-0505 

Insurance  and  Financial  Planning 
sirvice: 


PROCEEDINGS  OF  THE 


HOUSE  OF  DELEGATES 


MEDICAL  SOCIETY  OF  DELAWARE 


The  186th  Annual  Session  of  the  House  of  Dele- 
gates, Medical  Society  of  Delaware,  was  called  to 
order  at  the  Delaware  Academy  of  Medicine,  Wil- 
mington, Delaware,  on  Friday,  September  26,  1975, 
at  1:00  p.m.,  Joseph  E.  Belgrade,  President,  presiding. 

Secretary  Levitsky  took  the  roll  call,  and  a quorum 
was  declared. 

A motion  was  made,  seconded,  and  approved  to 
accept  the  minutes  of  the  1974  Session. 

(All  reports  were  accepted  as  published  unless 
otherwise  noted.) 

REPORTS  OF  THE  OFFICERS 

REPORT  OF  THE  PRESIDENT 

Each  year  brings  a new  set  of  problems  and  a new 
workload  for  the  Medical  Society  of  Delaware.  Also, 
it  seems  that  the  workload  grows  larger  each  year. 
This  year  has  been  no  exception. 

The  so-called  malpractice  crisis  has  commanded 
our  attention  throughout  this  busy  year.  Unfor- 
tunately, we  can  not  report  that  a solution  to  this 
perplexing  problem  has  been  found  either  here  in  Del- 
aware or  in  the  nation  generally.  Nevertheless,  some 
progress  has  been  made. 

We  have  spent  the  year  thinking  about  the  prob- 
lem and  considering  various  remedies.  Some  pro- 
posals such  as  Federal  underwriting  or  Federal  guaran- 
tees of  underwriters  have  been  discarded  as  potentially 
dangerous  to  the  freedom  of  our  profession.  Other 
proposals  have  survived  our  careful  scrutiny,  and  this 
has  resulted  in  a submission  of  corrective  legislation 
in  states  throughout  the  union.  Some  states  have  al- 
ready passed  such  legislation  although  in  most  states, 
including  Delaware,  action  is  as  yet  incomplete.  The 
proposed  Delaware  law.  House  Bill  666,  is  a good  bill 
— perhaps  the  most  aggressive  and  imaginative  bill 
in  any  state  of  the  union.  I hope  that  it  will  have 
your  support. 


Last  year’s  major  concern,  PSRO,  has  been  some- 
what eclipsed  by  the  malpractice  issue.  It  is  none- 
theless still  of  great  importance. 

Last  year,  the  president’s  report  stated  that  a plan- 
ning grant  had  been  awarded  and  that  a PSRO 
mechanism  was  being  set  up.  I can  report  that  the 
grant  money  ($169,178  allotted  for  the  first  eighteen 
months)  has  been  received  and  will  no  doubt  be  spent 
on  schedule.  I have  observed  no  beneficial  results. 

At  the  American  Medical  Association  conventions, 
I note  strong  and  growing  opposition  to  PSRO.  Also 
the  Association  of  American  Physicians  and  Surgeons 
has  filed  suit  in  Federal  court  challenging  the  con- 
stitutionality of  the  PSRO  law. 

In  similar  action  the  American  Medical  Association 
has  succeeded  in  a court  action  and  has  prevented 
the  enforcement  of  a set  of  highly  controversial  utili- 
zation review  regulations.  This  marks  the  first  time 
that  the  American  Medical  Association  has  taken  the 
government  to  court,  and  the  American  Medical  Asso- 
ciation Board  of  Trustees  should  be  congratulated  for 
their  determined  action.  This  suit  wil  have  far- 
reaching  consequences  and,  as  stated  in  the  ten-page 
decision  of  the  appellate  judges,  "The  injunction 
places  in  limbo  the  efforts  of  the  HEW  to  foster  the 
establishment  of  Professional  Service  Review  Organi- 
zations across  the  country.” 

Organized  medicine  is  constantly  involved  in  mat- 
ters of  great  importance  to  every  physician.  This  re- 
port merely  touches  a few  of  the  highlights. 

This  wide  involvement,  together  with  inflation  and 
other  factors,  has  necessitated  a substantial  increase 
in  our  American  Medical  Association  dues.  Similar 
action  may  be  required  at  a state  level. 

I hope  that  all  of  us  will  recognize  the  necessity 
for  these  dues  increases  and  continue  to  support  the 
good  work  of  the  American  Medical  Association  and 
its  constituent  State  and  County  organizations. 

Joseph  E.  Belgrade,  M.D. 

President 
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REPORT  OF  THE  VICE  PRESIDENT 

It  has  been  a privilege  and  an  education  to  serve 
as  Doctor  Belgrade’s  vice-president  this  past  year. 
Doctor  Belgrade  being  exceptionally  hale  and  ener- 
getic, my  ceremonial  duties  were  few,  but  although 
I have  served  on  various  Medical  Society  committees 
I have  not  previously  been  a member  of  the  Board 
of  Trustees.  The  hard  work  and  sincere  dedication 
of  these  colleagues  have  been  highly  impressive  to 
me;  their  generous  donation  of  their  most  precious 
commodity,  time,  deserves  strong  appreciation  by  all 
of  the  Society’s  members.  I include  their  names  here 
so  that  the  House  of  Delegates  may  have  a complete 
listing  of  the  Board  of  Trustees  during  my  tenure  as 
vice-president. 

Joseph  E.  Belgrade,  M.D. 

Calvin  B.  Hearne,  M.D. 

William  J.  Vandervort,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 

David  A.  Levitsky,  M.D. 

Peter  R.  Coggins,  M.D. 

Robert  B.  Flinn,  M.D. 

Henri  F.  Wendel,  M.D. 

Marvin  H.  Dorph,  M.D. 

Ali  Z.  Hameli,  M.D. 

S.  Ahmed  Madani,  M.D. 

William  F.  Renzulli,  M.D. 

Ignatius  J.  Tikellis,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Richardson  B.  Glidden,  M.D. 

O.  Keith  Hamilton,  M.D. 

Daniel  A.  Alvarez,  M.D. 

Thomas  E.  Dyer,  M.D. 

C.  E.  Graybeal,  M.D. 

As  vice-president,  I attended  the  AMA  Conference, 
Atlanta,  Georgia  (9th  National  Congress  on  the 
Socioeconomics  of  Health  Care)  in  April.  My  report 
of  that  meeting  has  already  been  published  in  the 
Delaware  Medical  Journal,  May,  1971. 

Anyone  participating  in  Society  affairs  cannot  help 
but  be  impressed  by  the  very  hard  work  of  the  execu- 
tive and  secretarial  staff  of  the  Society  office. 

Bernadine  Z.  Paulshock,  M.D. 

Vice  President 

REPORT  OF  THE  SECRETARY 

One  hundred-seventeen  meetings  including  today’s 
meeting  were  held  during  this  past  year.  Ten  meet- 
ings were  devoted  to  the  transaction  of  business  mat- 
ters by  the  Board  of  Trustees;  there  were  ninety- 
seven  committee  meetings  for  which  preparations 
were  made  by  the  Society  office.  There  was  a seminar 
at  the  University  of  Delaware  entitled  "Medical  As- 
pects of  Sports.”  An  open  meeting  to  discuss  the 
liability  situation  in  Delaware  was  held  at  the  Dela- 
ware Academy  of  Medicine  in  June.  The  dinner 
dance  will  be  held  September  27th  at  Wilmington 


Country  Club.  All  business  transacted  by  the  Society 
has  been  recorded  in  the  minutes  as  presented  by  the 
Secretary. 


The  total  membership  as  of  September  15  is  as 
follows: 


1975 

Dues-Paying  Dues-Exempt 


Members 

Members 

Total 

Kent 

54 

7 

61 

New  Castle 

4161 

68 

484 

Sussex 

72 

14 

86 

542 

89 

631 

1974 

Dues-Paying 

Dues-Exempt 

Members 

Members 

Total 

Kent 

60 

7 

67 

New  Castle 

394 

65 

459 

Sussex 

75 

10 

85 

529 

82 

611 

The  Society  has  had  101  inquiries  from  physicians, 
nurses,  and  a pediatric  nurse  practitioner  seeking 
placement  in  Delaware.  The  office  has  corresponded 
with  these  persons  and  acted  as  the  liaison  between 
them  and  local  physicians  who  are  seeking  associates 
or  aides.  Complimentary  ads  have  been  placed  in 
the  Delaware  Medical  Jotirnal  for  doctors  seeking 
local  opportunities.  The  office  requests  that  doctors 
who  are  seeking  associates  so  inform  it. 

David  A.  Levitsky,  M.D. 

Secretary 

REPORT  OF  THE  TREASURER 

1975  was  the  first  year  that  the  major  changes 
in  financial  management  took  their  full  effect.  Thus 
it  is  with  pleasure  that  we  submit  the  following 
report  for  your  consideration: 

1.  The  investment  portfolio  owned  by  the  Society 
and  managed  by  Richard  West,  C.F.A.  of  Britting- 
ham,  Inc.,  at  no  expense  to  the  Society,  grew  in 
value  from  a cost  basis  of  $25,172.13  to  $38,762.00 
a 5 5 % performance  monitor  increase  when  compared 
with  the  Dow  Industrial  Average  increase  of  32%. 
It  is  our  hope  that  we  can  maintain  a substantial 
yearly  increase  in  value  so  that  part  of  the  portfolio 
can  be  placed  in  high  yield  securities  to  substantially 
augment  the  Society’s  dividend  income  and  thus  di- 
minish dues  increases  necessitated  by  inflationary 
pressures.  A copy  of  those  securities  held  in  the 
Society’s  account  is  attached. 

2.  We  continue  to  receive  a substantial  interest 
income  from  Treasury  bills  purchased  through  Dela- 
ware Trust  Company  (again  without  expense  to  the 
Society),  thus  fully  utilizing  dues  and  Blue  Cross 
payments.  The  1976  budget  anticipates  some  $13,000 
from  this  source.  With  increasing  interest  rates  an- 


724 


December,  1975 


ONE  STOP  CAR  SHOPPING 


SPORTY  LOOK 

Pontiac  Sunbird 
BMW  2002 
Honda  Civic  5-Speed 
Pontiac  Firebird 
Pontiac  LeMans 


Compare  different  makes  and  models  side-by-side 
from  under  $3,000  to  over  $16,000 
and  never  have  to  leave  Union  Park. 


ECONOMY 
SMALL  CARS 

Honda  Civic  Sedan 
Pontiac  Astre 
Honda  Civic  Hatchback 


LUXURY 

CARS 

BMW  S.OSi 
Pontiac  Grand  Prix 
Pontiac  Bonneville 


FAMILY 

CARS 

Pontiac  Catalina 
BMW  530i 
Pontiac  Ventura 


WAGONS 


Pontiac  Grand  Safari 
Pontiac  Catalina  Safari 
Honda  Civic  Wagon 
Pontiac  LeMans  Safari 
Pontiac  Astre  Wagon 


Everything  Pontiac,  BMW  and  Honda  have  to  offer  right  now  at  Union  Park! 


UNION 

Penna.  Ave. 
& duPont  St. 
Wilmington 


Open  to  9 
Sat.  to  5 
Phone  658-7245 


PONTIAC  BMW  HONDA 


Delaware  Medical  Journal 


ticipated  this  coming  year,  this  figure  will  probably 
be  surpassed. 

The  report  of  the  Treasurer  for  1974-1975  is  in 
two  sections.  The  first  consists  of  a statement  of 
income  and  expenses  for  the  twelve  months  of  calen- 
dar 1974.  This  has  been  prepared  by  Haggerty  and 
Haggerty,  certified  public  accountants,  and  is  pre- 
sented from  their  1974  audit  of  the  Society’s  accounts. 
The  audit  consists  of  a combined  statement  of  the 
financial  condition  at  December  31,  1974,  a com- 
parative statement  of  cash  receipts  and  disbursements 
for  the  years  ended  December  31,  1974  and  Decem- 
ber 3 1,  1973,  budgetary  statement  of  revenue  and 
expenditures  for  the  year  ended  December  31,  1974,  a 
statement  of  cash  receipts  and  disbursements  for  the 
year  ended  December  31,  1974,  and  a statement  of 
securities  owned  at  year’s  end  and  income  therefrom 
during  the  year. 

This  examination  was  made  in  accordance  with 
generally  accepted  accounting  principles  and  accord- 
ingly included  all  procedures  felt  necessary  in  the 
circumstances. 

Cash  in  banks,  recorded  receipts  and  disburse- 
ments, and  income  earned  on  securities  owned  during 


the  year  were  all  verified  by  references  through 
proper  channels. 

Part  II  of  this  report  is  a statement  of  income  and 
expenses  for  the  first  eight  months  of  1975  and  has 
not  yet  been  audited  for  the  year.  A review  of  the 
expenses  of  the  first  eight  months  of  the  current  ad- 
ministrative year  and  an  estimation  of  the  expenses 
for  the  final  four  months  indicate  that  the  individual 
budget  accounts  are  sound. 

Peter  R.  Coggins,  M.D. 

T reasurer 

MEDICAL  SOCIETY  OF  DELAWARE 
General  Fund 

Statement  of  Revenue  and  Expenditures 
For  the  Year  Ended  December  31,  1974 


Revenue  Realized 

Operating: 

Dues $ 69,717.50 

Dividends  and  interest  7,522.07 

Proceeds  from  sale  of  stock 983.60 

Addressograph  187.04 


1^- 


Vfe  look  out  for  your  interest. 


Where  all  savings  accounts 
are  compounded  continuously 
to  earn  the  highest  effective 
yield  allowed  by  law. 


6 


1/0/ 

/q  interest 


compounded 

Earns  6.81  /o  effective 

annual  yield  on  / and  2 year  Invest- 
ment Accounts.  Mill.  Bal.  $1,000 


5,4  CO 

Earns  5.47  % 


annual 

interest 


compounded 
continuously 
effective 

annual  yield  on  Regular  Savings. 
Min.  Bal.  Sy.oo 


6 


3/0/  annual 

^ interest 


Earns  7.08% 


compounded 
continuou; 
effectwc 

annual  yield  on  j year  Investment 
Accounts.  Min.  Bal.  $i,ooo 

Early  withdrawal  from  investment  accoimts 
carry  minimum  Federal  penalties. 


HRTISflnS’ 

SRVinGS  BRtlK 


Wilmington:  9th  and  Tatnall  Streets  ■ Graylyn  and  Midway  Shopping  Centers  * (302)  658-6881 
Newark;  Polly  Drummond  Shop.  Ctr.  (302)  658-6881  ■ Dover:  1555  S.  Governors  Avc.  (302)  674-3214 
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Contributions — Physicians  fund 
Miscellaneous 


125.00 

81.70 


$ 

78,616.91 

Contra: 

AMA  dues  

$ 

46,420.00 

DMJ  subscriptions  

3,265.00 

Scholarships  . 

3,407.50 

AMA  dues  rebate 

636.19 

Annual  meeting: 

Exhibits 

3,615.00 

Banquet  ticket  sales 

3,693.00 

Grants 

2,050.00 

Reimbursed  expenses 

5,689.31 

Rosters 

570.00 

House  of  Delegates 

183.00 

Kent  County 

1,210.00 

Sussex  County 

815.00 

$ 

71,554.00 

TOTAL  REVENUE 

$150,170.91 

Expenditures 

Expended 

Operating: 

Salaries  

. $ 

43,473.60 

Employer  taxes 

3,113.19 

Employee  benefits 

3,677.15 

Hospitalization 

1,913.30 

$ 

52,177.24 

Office  operation: 

Contribution  to  Academy  

. $ 

5,205.31 

Printing,  postage  and  stationery 

5,350.60 

Telephone  and  telegrams 

2,099.91 

Audit  

600.00 

Office  expenses 

1,086.77 

Insurance  and  contracts 

3,799.65 

$ 

18,142.24 

Travel: 

AMA  delegate 

$ 

3,614.33 

Contingency  (officers-staff)  2,795.36 

$ 6,409.69 

Contributions,  dues  and 
subscriptions: 

Delaware  Public  Health 

Association  $ 5.00 

AMA — Aces  and  Deuces  75.00 

Delaware  Better  Business  Bureau  75.00 

Delaware  State  Chamber 

of  Commerce  100.00 

Presidents  and  presidents-elect  50.00 

Delaware  State  News  27.00 

Wall  Street  Journal  38.00 

$ 370.00 

Other: 

Contributions — 

Women’s  Auxiliary  $ 300.00 

Committees  and  contingency  fund  3,025.92 

Legal  council  901.00 

Continuing  education  seminars  1,500.00 

Miscellaneous  720.12 


Contra : 

AMA  dues 
AMA  dues  rebate 

Scholarships  

DMJ  subscriptions 

Annual  meeting  

Reimbursed  expenses 
Kent  County 
Sussex  County 
Roster 


TOTAL  EXPENDITURES 

EXCESS  (DEFICIT)  REVENUE 
OVER  EXPENDITURES 


$ 6,447.04 

$ 46,420.00 
580.32 
3,000.00 

3.186.00 
12,368.26 

4,954.14 

1.210.00 
815.00 
336.50 

$ 72,870.22 
$156,416.43 


$ (6,245.52) 


HARROW  TRADING  POST^  i 


American  Indian  Jewelry  representing  the 
finest  in  Zuni  and  Navajo  Artists  • Arts  and 
Crafts  from  North,  Central  and  South  Ameri- 
can Indians. 

•weavings  • clothing  • leather 
• pottery  • paintings 


Horseshoe  Lane,  54  E.  Main  St.  / Newark,  Del.  / 302-453-8385  ^ 

(gIS]QlS)  g|g]@ig  igp  @lg)@lla||gl 
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MEDICAL  SOCIETY  OF  DELAWARE 
STOCK  PORTFOLIO 
June  30, 1975 


Quan. 

Security 

Unit 

Market 

Cost 

Market 

Income 

Total 

Yield  on  Percent 

Cost 

Cost 

Price  Pr.  Index 

Value 

Rate 

Income 

Market  Portfolio 

COMMON  STOCKS 

100 

Burlington  Ind. 

2,766.10 

27.66 

26-/4 

95 

2,625 

1.20 

120 

4.6 

6.8 

400 

Carolina  Power  & Lt. 

6,427.56 

16.07 

I8-/4 

114 

7,300 

1.60 

640 

8.8 

18.8 

10 

Eastman  Kodak 

1,377.00  137 

103-1/4 

75 

1,033 

2.06 

20 

2.0 

2.7 

100 

Levitz  Furniture 

395.00 

3.95 

5 

126 

500 

— 

— 



1.3 

100 

Minn.  Mining 

4,217.69 

42.17 

67-/4 

159 

6,725 

1.25 

125 

1.8 

17.3 

100 

R.  J.  Reynolds  Ind. 

5,555.73 

55.55 

59-/2 

107 

5,950 

2.88 

288 

4.8 

15.4 

200 

Ryder  System  Inc. 

1,498.27 

7.49 

7-/8 

105 

1,575 

— 

— 

— 

4.1 

100 

Texaco 

4.045.28 

40.45 

26-Ys 

66 

2,663 

2.10 

210 

7.9 

6.9 

200 

Warner  Lambert 

4,227.19 

21.13 

38 

180 

7,600 

.84 

168 

2.2 

19.5 

100 

White  Cons.  Ind. 

2,132.70 

21.33 

2" 

108 

2,300 

.80 

80 

3.5 

5.9 

32,742.52 

38,271 

Cash 

491.47 

491 

1.3 

33,233.99 

38,762 

1,651 

4.3 

100.0 

Unit  Computation 

Cost  Basis  8/28/74  $25,172.13 

Units  at  10.00  2,517 

Market  Value  8/28/74  $25,067.00 

Unit  Value  9.96 

Market  Value  12/31/74  $24,996.27 

2,517  = Unit  Value  9.93 

Market  Value  3/31/75  $32,733.12 

^ 2,517  Units  13.00 

Market  Value  6/30/75  $3  8,762.00 

-H-  2,517  Units  15.40 


PERFORMANCE  MONITOR 


8/28/74 

Dow  Jones 

Industrial  Average  666.61 
Unit  Value  9.96 


6/30/75  % Change 

879.99  +31.8 

15.40  +54.6 


12/31/74 

Dow  Jones 

Industrial  Average  616.24 
Unit  Value  9.93 


6/30/75  % Change 

878.99  +42.6 

15.40  +55.1 
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Balance 

December  31,  1974  $ 677.56 

Delaware  Trust  Company 
Receipts 

Dues  $ 78,675.00 

Income  from  Investments  and 

Interest  7,127. 13 

Addressograph  36.25 

Transfer  from  WSFS  Account  651.07 


TOTAL  RECEIPTS  $ 86,489.45 

Disbursements 

Salaries  and  Employer  Taxes  $ 36,113.84 

Employee  Benefits  2,393.08 

Office  Expense  (Stationery,  Printing, 

Insurance,  Postage,  Service 
Contracts,  Petty  Cash,  Telephone, 

Rent)  16,771.81 


Travel,  AMA  Delegate,  and 

Contingency  3,190.47 

Committees  and  Contingency  4,3  63.75 

Women’s  Auxiliary 

Periodicals  5 59.30 

Audit  

Miscellaneous  (Office)  70.50 

Contributions  and  Dues  120.00 

Legal  Counsel  2,865.00 


TOTAL  DISBURSEMENTS  $ 66,447.75 

CONTRA  FUNDS 

Receipts 

AMA  Dues  $ 43,560.00 

Kent  County  Dues  1,150.00 

Sussex  County  Dues  65  5.00 

Delaware  Medical  Journal  5,245.00 

Scholarships  2,622.50 

Blood  Bank 648.00 

Dues  Rebate  5 5.00 

Roster  50.00 
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□ your  future! 

If  you'd  like  to  know  exactly  how  much  protection  you  need, 
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In  Dover  (Branch  Office)  Bank  of  Delaware  Building ..,.674-3707 

For  the  best  insurance  plan  . . . call  a Montgomery  Man! 
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Annual  Meeting 

Exhibits  1,95  5.00 

Grants  3,675.00 

Other  Grants  150.00 


$ 59,765.50 

Reimbursed  Expense  4,390.43 

TOTAL  RECEIPTS  $ 64,15  5.93 

Transfer  for  Interest  $ 40,000.00 

Disbursements 

AM  A Dues $ 43,560.00 

Sussex  County  Dues  

Kent  County  Dues  

Scholarships  

Blood  Bank  648.00 

Annual  Meeting  2,790.00 

Delaware  Medical  Journal  2,000.00 

Dues  Rebate  5 5.00 


$ 49,053.00 

Reimbursable  Expense  2,15  2.00 


TOTAL  DISBURSEMENTS  $ 51,205.00 

Transfer  for  Interest  $ 58,781.96 

BALANCE  September  1,  1975 

Delaware  Trust  Company  $ 14,888.23 


REPORT  OF  THE  AMA  DELEGATE 

Realizing  that  problems  in  malpractice  insurance 
and  in  federal  intervention  in  medicine  must  be  dealt 
with,  the  delegates  at  the  124th  Annual  Convention 
of  the  American  Medical  Association  in  Atlantic  City 
voted  to  give  the  working  capital  for  treating  such 
problems  to  its  organization  by  increasing  the  annual 
dues  for  regular  members  to  $2  5 0 and  for  interns 
and  residents  to  $3  5 while  maintaining  student  dues 
at  $15.  Consistent  with  a realistic  dollar  approach  to 
the  future,  a policy  of  "aggressive  advertising  pro- 
motion” was  demanded  for  earliest  implementation  by 
the  Board  with  the  urging  that  the  ten  specialty 
journals  be  placed  on  a self-sustaining  subscription 
basis  with  Prism  to  be  disposed  of  in  a fashion  that 
would  show  a financial  advantage  to  the  AMA.  The 
House  authorized  the  Board  to  set  subscription  rates 
for  all  publications,  including  Today’s  Health  but  ex- 
empting JAMA  and  American  Medical  News.  The 
Delegates  of  the  AMA  endorsed  the  concept  of  re- 
structuring the  Association  to  make  it  more  effective 
and  financially  streamlined  in  the  future. 

In  session  for  22  hours  and  37  minutes  (an  ap- 
parent new  record)  the  House  of  Delegates  acted  on 
73  reports  and  168  resolutions  while  also  conducting 
elections  of  sixteen  to  positions  as  officers  of  the 
Board  or  members  of  the  Councils  of  the  AMA.  Out- 
standing actions  follow: 

1 )  A compact  council-committee  structure  di- 
rected at  medical  education,  medical  practice, 
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scientific  activity,  internal  activity,  and  ex- 
ternal activity  will  be  instituted. 

2)  Newly  elected  delegates  will  begin  their  terms 
on  January  1 or  July  1,  at  the  discretion  of  each 
state  society. 

3 ) The  delinquency  provision  of  the  Constitution 
and  By-Laws  was  amended  to  include  future 
assessments,  as  well  as  dues. 

4)  All  component  societies  were  asked  to  provide 
full  membership  privileges  for  medical  students 
at  nominal  dues. 

5 ) Model  membership  by-laws  for  distribution 
to  component  societies  were  approved. 

6)  The  Board  was  asked  to  consider  establishment 
of  a Section  on  Nuclear  Medicine. 

7)  Re-establishment  of  AMA-AMPAC  workshops 
on  a self-sustaining  fiscal  basis  was  endorsed. 

8)  The  Board  of  Trustees,  officers,  and  staff  were 

commended  for  displaying  fiscal  responsibility  i 
in  meeting  the  financial  crisis  of  the  last  18  ( 

months.  j 

Your  delegate,  being  one  of  the  newest  members  ( 
present  in  the  House  of  Delegates,  was  indoctrinatd  i 
by  being  placed  on  Reference  Committee  E,  which  ; 
added  an  additional  eleven  hours  of  committee  work,  i 
This  meant  that  the  alternate  delegate.  Doctor  Joseph  ' 
Belgrade,  and  our  executive  director,  Mrs.  Anne  Ba-  j 
der,  did  the  leg  work  of  attending  as  many  of  the  i 
other  reference  committee  meetings  as  possible  in 
order  to  keep  us  abreast  of  developments,  thus  allow-  : i 
ing  us  to  vote  where  it  counted  most. 

Our  own  resolution  No.  33,  "Formation  of  Mutual 
Liability  Insurance  Corporation,”  was  rejected  by  i 
Reference  Committee  H,  but  the  Reference  Com- 
mittee was  over-ruled  when  a plea  was  made  from 
the  floor  of  the  House  to  keep  all  options  open  on  the 
subject  of  Liability  Insurance  and  Malpractice  for 
the  spokesmen  of  the  AMA.  Resolution  No.  3 3 was 
referred  to  the  Board  for  further  action  and  consid-  ' 
eration. 

The  pointing  out  of  the  need  for  more  options  for 
the  spokesmen  of  the  AMA  precipitated  a "rhubarb”  I 
that  started  many  parliamentary  maneuvers  that  was  | 
amicably  controlled  when  the  House  agreed  that  the  | 
Board,  its  officers,  and  staff  indeed  had  implied  op- 
tions. j 

Other  actions  of  the  House  of  Delegates  not  to  be 
overlooked  follow:  i' 

1 ) If  necessary,  legal  action  to  oppose  proposed 
payment  of  usual,  customary  and  reasonable 
Medicare  fees  based  on  a national  economic  Ih 
index  as  recently  promulgated  in  regulations  " 
published  in  the  Federal  Register. 

2)  If  necessary,  legal  action  to  continue  the  op- 
position to  implementation  of  the  National 
Health  Planning  and  Resources  Development  I 
Act  enacted  by  the  last  Congress. 

3 ) Voted  to  seek  constructive  amendments  to 
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PSRO  and,  if  PSRO  continues  to  be  restrictive, 
seek  repeal. 

4)  Urged  physicians  to  "continue  to  perform  peer 
review  directed  at  increasing  the  quality  of 
patient  care  and  reducing  its  cost.”  Also  phy- 
sicians are  not  to  seek  compensation  for  non- 
government peer  review  participation  as  estab- 
lished in  hbspitals.  Conversely  the  House  en- 
dorsed compensation  for  government-connected 
peer  review  programs. 

5 ) That  the  AMA  seek  appropriate  changes  in 
federal  health  insurance  programs  to  make  the 
basis  for  physician  visits  to  nursing  homes  real 
medical  need  rather  than  regulatory  require- 
ments. 

6)  Voted  that  the  AMA  continue  efforts  for 
adoption  of  the  AMA’s  Current  Procedural 
Terminology  in  government  health  programs. 

7)  The  Board  speed  up  efforts  to  rectify  abuses  in 
the  promulgation  of  regulations  in  the  Federal 
Register. 

8)  Adopted  Resolution  No.  80,  A Statement  of 
the  Physician’s  Commitment  to  Patients  and 
the  Physician’s  Practice  Rights: 

Resolved,  that  the  primary  commitment  of 
the  American  Medical  Association  and  its  phy- 
sician members  is  to  the  essential  medical  needs 
of  the  people  of  this  nation;  and  be  it  further 


Resolved,  that  the  American  Medical  Asso- 
ciation recognizes  that  it  is  the  inalienable  right 
of  physicians  to  decide  for  themselves  the  cir- 
cumstances under  which  they  can  or  cannot 
continue  to  practice  their  profession;  and  be  it 
further 

Resolved,  that  the  American  Medical  Asso- 
ciation recognizes  that  physicians  are  entitled 
to  use  all  available  legal  means,  without  jeop- 
ardizing the  medical  care  of  their  patients,  to 
protest  when  intolerable  and  unwarranted  bur- 
dens are  placed  upon  their  patients,  the  Asso- 
ciation, or  its  members;  and  be  it  further 

Resolved,  that  the  American  Medical  Asso- 
ciation continue  to  study  the  effects  of  chang- 
ing socio-economic  conditions  on  the  ability  of 
physicians  to  practice  medicine. 

9)  Urged  measures  to  assure  physicians  and  their 
patients  of  high  quality  drug  therapy  by  seek- 
ing possible  modifications  in  FDA  regulations 
to  facilitate  improvements  in  the  development 
and  distribution  of  drugs. 

10)  Called  for  expanded  use  of  flame-resistant 
fabrics  in  clothing,  bedding,  draperies,  and 
decorative  materials  to  reduce  burn  hazards. 

1 1 ) Endorsed  legislation  to  permit  Social  Security 
recipients  to  earn  unlimited  income  without 
reduction  in  retirement  benefits. 
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12)  Endorsed  continuation  of  the  Fifth  Pathway 
Concept  of  the  AMA. 

13)  Voted  to  continue  opposition  to  medical  man- 
power legislation. 

14)  Endorsed  safeguarding  medical  students’  rec- 
ords. 

15)  Endorsed  support  for  drafting  essentials  for 
residency  programs  in  emergency  medicine. 

16)  Approved  Annual  Convention  sites: 

1978  — St.  Louis 

1979  — New  York  City 

1980  — Las  Vegas 

1981  — San  Francisco 

1982  — Dallas 

17)  Encouraged  development  of  medical-legal  sym- 
posia involving  medical  and  law  students  by 
AMA  and  ABA  representatives. 

18)  Adopted  a Board  report  assuring  the  House 
that  AMA  anti-quackery  activities  will  be 
maintained. 

19)  Recommended  equal  opportunities  for  women 
in  medicine. 

The  remaining  considerations  are  in  the  compiled 
records  in  my  delegate’s  book,  but  I believe  the  above 
were  the  most  important  developments  of  the  1975 
AMA  Annual  Convention. 

The  following  were  the  election  results  at  the  1975 
Annual  Convention: 


1 ) President-Elect — Richard  E.  Palmer,  M.D. 

2)  Vice-President — George  W.  Slagle,  M.D. 

3 ) Speaker  of  the  House — Tom  E.  Nesbitt,  M.D. 

4)  Vice-Speaker  of  the  House — 

William  Y.  Rial,  M.D. 

5)  Trustees  for  3 -year  terms 

a)  Joe  T.  Nelson,  M.D. 

b)  Robert  Hunter,  M.D. 

c)  Jere  W.  Annis,  M.D. 

d)  Joseph  M.  Boyle,  M.D. 

6)  Trustee  for  2-year  unexpired 

term  of  Richard  Palmer,  M.D. — 

Lowell  H.  Steen,  M.D. 

7)  Judicial  Council — 

Blair  J.  Henningsgaard,  M.D. 

8)  Council  on  Constitution  and  By-Laws — 

Milton  V.  Davis,  M.D. 

9)  Council  on  Medical  Service 

a)  Donald  R.  Hayes,  M.D. 

b)  William  B.  Hildebrand,  M.D. 

10)  Council  on  Medical  Education 

a)  Patrick  J.  V.  Corcoran,  M.D. 

b)  Warren  L.  Bostick,  M.D. 

c)  John  W.  Moses,  M.D. 

Of  particular  note,  a Special  Citation  for  2 5 years 
of  service  to  the  AMA  was  presented  to  Leo  E.  Brown, 
formerly  Special  Assistant  to  the  Executive  Vice- 
President. 

Rhoslyn  j.  Bishoff,  M.D. 

Delegate 


REPORT  OF  THE  BOARD  OF  TRUSTEES 

The  Board  of  Trustees  has  worked  long  and  hard 
in  its  stewardship  for  the  members  of  the  Medical 
Society  of  Delaware  since  the  last  meeting  of  the 
House  of  Delegates.  A myriad  of  problems  and  topics 
received  the  Board’s  attention.  Matters  of  im- 
portance and  concern  to  members  of  the  medical 
profession  and  the  actions  taken  are  listed  below. 

Responding  to  the  directive  of  the  1974  House  of 
Delegates  to  study  the  malpractice  situation  in  Dela- 
ware, the  Board  oversaw  appointment  of  an  ad  hoc 
committee  on  Contingency  Fees.  During  the  year 
the  Board  followed  the  deliberations  of  this  com- 
mittee and  responded  to  its  recommendedations.  The 
outcome  of  all  this  activity  was  a proposed  legisla- 
tion which  was  quite  similar  to  legislation  introduced 
in  the  Indiana  legislature.  Sponsors  were  found  for 
our  bill,  which  become  H.B.  460.  Subsequent  input 
from  other  health  professions,  the  bar,  the  bench, 
Blue  Cross-Blue  Shield,  the  Insurance  Commissioner, 
and  others  resulted  in  an  adaptation  of  H.B.  460  along 
the  lines  of  the  Indiana  liability  bill  that  was  actually 
enacted.  This  was  then  introduced  in  the  Delaware 
General  Assembly  as  H.B.  666,  which  has  the  official 
sanction  of  the  Society.  At  a public  hearing  held 
by  the  House  Health  and  Social  Services  Com- 
mittee the  Society  was  represented  by  Joseph  E.  Bel- 
grade, M.D.,  Martin  Gibbs,  M.D.,  Calvin  B.  Hearne, 
M.D.,  and  John  M.  Bader,  Esquire. 

The  Board  reviewed  the  possible  practice  of  medi- 
cine by  nurse  practitioners  in  Delaware.  Because 
trustees  could  not  agree  on  whether  or  not  any  il- 
legality was  taking  place,  the  Board  acted  to  make 
a general  inquiry  of  the  Medical  Council  regarding 
the  practice  of  nurse  practitioners  throughout  Dela- 
ware. A meeting  on  this  topic  was  subsequently 
held  at  the  Delaware  Academy  of  Medicine  with 
representatives  of  the  State  and  the  medical  and  nurs- 
ing professions. 

The  Board  gave  its  blessing  to  the  relocation  of  the 
Medical  Review  Committee  from  the  Blue  Cross 
Building  to  the  Delaware  Academy  of  Medicine, 
where  the  minute-taking  function  has  been  assumed 
by  the  Medical  Society  of  Delaware. 

During  the  course  of  the  year  the  Board  approved 
the  following: 

1.  An  overhead  expense  insurance  plan  and  a 
$100  weekly  disability  income  plan  to  all 
members  under  45. 

2.  The  activity  of  the  Delaware  Heart  Associa- 
tion in  undertaking  blood  pressure  screening 
of  a certain  segment  of  society. 

3.  A Sterilization  Consent  Form  for  Medicaid 
Recipients  developed  by  the  Maternal  and 
Child  Care  Committee. 

4.  The  concept  of  a 90%  of  usual  and  custom- 
ary charge  reimbursement  program. 
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5.  Sponsorship  of  a Seminar  on  Minimal  Brain 
Dysfunction  in  Sussex  County. 

6.  Opening  a separate  savings  account  for  the 
Joint  Medico-Legal  Panel  for  Screening  Mal- 
practice Cases. 

7.  Development  of  legislation  setting  up  a sep- 
arate Department  of  Health  in  the  State 
cabinet  system. 

8.  Support  for  more  funds  for  dimer. 

9.  Co-sponsorship  of  a seminar  series  on  ethics 
to  be  included  as  a part  of  the  training  of  in- 
terns and  residents. 

Realizing  the  impact  the  National  Health  Planning 
and  Resources  Development  Act  will  have  on  the 
health  care  system  in  Delaware,  the  Board  approved 
a resolution,  which  was  subsequently  sent  to  Governor 
Tribbitt,  that  the  Medical  Society  of  Delaware  recom- 
mends that  the  State  of  Delaware  be  designated  as  a 
single  area  for  health  planning  by  a Health  Systems 
Agency,  and  that  the  Governor  request  a waiver  of 
the  Standard  Metropolitan  Statistical  area  requirement 
to  enable  such  designation.  The  Governor  declined 
to  follow  our  recommendation  and  submitted  an 
alternate  proposal  to  HEW,  approval  of  which  is  still 
being  awaited. 

The  Board  accepted  with  regret  the  resignation  of 
Henri  F.  Wendel,  M.D.  as  the  Society’s  Delegate  to 
the  American  Medical  Association  and  appointed 
Rhoslyn  J.  Bishoff,  M.D.  to  fill  his  unexpired  term. 
Joseph  E.  Belgrade,  M.D.  was  appointed  as  Alternate 
Delegate  (both  terms  to  run  until  December  31, 
1975). 

The  Board  took  two  actions  during  the  year  re- 
garding Delaware’s  PSRO,  the  Delaware  Review  Or- 
ganization (DELRO) : 

1.  The  Board  in  March  recommended  that  mem- 
bers of  the  Medical  Society  of  Delaware  be- 
longing to  DELRO  vote  against  permitting 
non-physicians  to  become  members  of  the 
DELRO  Board  of  Directors  in  any  capacity. 

2.  The  Board  in  June  supported  the  principle 
that  physicians  would  do  PSRO  review  only 
if  paid. 

The  Board  adopted  many  legislative  positions  in 
the  course  of  the  last  year  with  guidance  from  the 
Public  Laws  Committee.  Noteworthy  were  opposi- 
tion to  the  gross  receipts  tax  and  the  use  of  eye  drops 
by  optometrists  for  diagnostic  purposes  and  support 
for  the  afore-mentioned  liability  legislation.  The 
Board  undertook  employment  of  Mr.  Ned  Davis  to 
be  the  Society’s  public  relations  representative  and 
advisor. 

Matters  of  ethical  consideration  also  occupied  the 
Board’s  time.  The  Board  took  the  position  that  the 
practice  of  some  physicians  of  charging  an  additional 
amount  to  patients  who  are  billed,  i.e.,  those  who  do 
not  pay  at  the  time  of  the  visit,  is  unethical.  The 
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IS  YOUR  RETIREMENT  PLAN 
STILL  ON  TARGET? 

At  some  time  or  other,  all  of  us  have  given  consideration  to  a 
financial  plan  that  will  assure  a comfortable  retirement. 

Unfortunately,  all  too  few  of  us  review  our  plans  periodically  to 
see  if  they  are  standing  up  under  the  tests  of  time  and  changing 
circumstances. 

CANNON  & COMPANY,  INC.,  the  service  agent  for  PRO  SERVICES, 
INC.  and  your  Society  Keogh  Plan,  offers  all  Society  members  a free, 
no  obligation  “financial  check-up”  including: 

* Measure  Your  Current  Needs 

* Estimate  your  Retirement  Needs 

* Project  Your  Current  Plan  to  Retirement 

* Integrate  Your  Plan  with  the  New  Keogh  Law 

* Maximize  Your  Tax  Deductions 

Start  planning  early  to  take  full  advantage  of  the  larger  Keogh 
deductions  available  to  you  this  year. 

CALL  OR  WRITE 

CANNON  & COMPANY,  INC. 
and 

CASTLE  & CANNON,  INC. 

1107  Bethlehem  Pike 
Flourtown,  Pennsylvania,  19031 
(215)  836-1300 


JAMES  R.  CASTLE,  PRESIDENT 


The  path  you  take  now 
could  double  your  retirement  income 


Start  your  Individual  Retirement  Account... 
with  the  help  of  Wilmington  Trust 

If  you're  self-employed  or  working  for  a company  that 
doesn't  have  a pension  program,  you  can  make  a 
choice  now  that  could  double  your  income  when  you 
retire. 

While  the  benefits  will  vary  with  age,  tax  bracket  and 
years  to  retirement,  consider  this  example.  You're  30, 
expect  to  retire  at  65,  and  your  present  tax  bracket  is 
25%.  If  you  put  away  $1 ,000  a year  in  a tax-sheltered 
Individual  Retirement  Account  at  Wilmington  Trust, 
starting  now,  you  can  receive  on  retirement,  $12,419 
after-tax  income  each  year  for  life*— or  for  10  years, 
whichever  is  longer.  If,  instead,  you  set  aside  the  same 
amount  of  income  at  the  same  rate  of  interest,  but 
without  the  tax-saving  benefits  of  an  IRA  account, 
your  annual  after-tax  retirement  income  will  be  only 
$6,893*1  Quite  a difference,  isn't  it. 

To  find  out  all  the  benefits  of  an  IRA  for  you,  fill  in 
and  mail  the  coupon  below.  We  ll  show  you  a custom- 
ized chart  detailing  precisely  the  extra  income  you 
can  enjoy  on  your  retirement. 

•Assumes  purchase,  with  the  money  accumulated  at  age  65,  of  a life 
annuity  contract  (guaranteed  1 0 years)  from  your  insurance  agent 
There  are  no  fees  or  charges  for  these  retirement  accounts 


Complete  and  mail  this  coupon  and  well  show  you 
what  your  retirement  savings  can  amount  to; 

Name l 

Address 

City State Zip I 

Telephone ] 

Present  age Expected  retirement  age I 

Your  top  tax  bracket % | 

You  tell  us.  I 

A.  The  amount  you  will  put  away  each  month:  $ j 

We  ll  tell  you  what  your  retirement  income  could  be 

or 

B.  The  retirement  Income  you  would  like  each  month: 

$ I 

We  ll  tell  you  approximately  how  much  you'll  have  to  | 
save  to  do  this.  | 

Check  one:  Self-Employed  □ j 

Employee  not  covered  by  a Pension 
or  Profit-Sharing  Plan  □ 

Mail  this  coupon  to:  Savings  Division,  Wilmington  Trust. 
Wilmington,  Delaware  19899  | 
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Board  also  took  the  position  that,  if  requested,  in 
specific  cases,  a physician  should  document  the  re- 
moval of  a malignant  skin  lesion  with  appropriate 
proof  to  the  carrier  that  such  a lesion  was  indeed 
malignant. 

Development  of  a Mid-Atlantic  Blood  Bank  Pro- 
posal by  the  Blood  Bank  of  Delaware  has  received 
Board  attention.  On  the  advice  of  an  ad  hoc  com- 
mittee appointed  to  review  the  proposal  the  Board 
has  responded  to  the  Blood  Bank  of  Delaware  that 
sufficient  medical  input  is  lacking  and  that  a back-up 
system  for  emergencies  is  necessary. 

The  Board  approved  retaining  a lawyer  to  assist  in 
renegotiating  the  participating  physician’s  contract 
with  Blue  Cross-Blue  Shield  of  Delaware,  Inc.  and 
engaged  the  services  of  Jacob  Kreshtool,  Esq.  for  this 
purpose. 

Many  other  topics,  problems,  and  items  of  business 
engaged  the  Board’s  attention  during  the  year.  Count- 
less committee  reports  were  received,  digested  and 
acted  upon.  Full  minutes  are  available  in  the  So- 
ciety office  for  those  who  wish  more  details. 

Anne  Shane  Bader 
Executive  'Director 

WOMAN’S  AUXILIARY  TO  THE 
MEDICAL  SOCIETY  OF  DELAWARE 

Our  umbrella  theme  of  "Health  Education”  this 
year  has  covered  many  committees.  This  report  can 
only  highlight  some  of  the  Auxiliary  activities,  but 
the  records  of  each  committee  are  important  and 
will  be  filed  in  the  president’s  book.  My  thanks  go 
to  every  state  chairman  and  officer  for  her  help. 

HEALTH  EDUCATION 

Sometimes  a community  project  on  health  educa- 
tion seems  particularly  suitable  for  Auxiliary  mem- 
bers. In  this  cancer-conscious  year,  the  Delaware 
Cancer  Network  was  introduced  into  Delaware.  For 
over  a year  in  New  Castle  County,  Auxiliary  mem- 
bers have  volunteered  at  least  13  00  hours  of  work  to 


Breast  Screening  at  the  Wilmington  General  Division 
of  the  Wilmington  Medical  Center.  Five  years  of 
follow-ups  on  the  10,000  women  involved  will  con- 
tinue. This  year  the  Delaware  Cancer  Network 
has  begun  a statewide  campaign  to  screen  not  only 
for  breast  cancer  but  for  other  cancer  sites  as  well. 
Our  State  Health  Education  Chairman  visited  the 
County  Auxiliaries  and  explained  the  program  and 
how  members  could  become  involved.  A Cancer 
Seminar  for  medical  professionals  was  held  in  George- 
town, and  Auxiliary  members  assisted  in  arrange- 
ments for  a similar  seminar  for  lay  persons. 

The  1973  Sylvester  Rennie  Nurse’s  Scholarship 
was  awarded  to  Jean  Sacckette.  Scholarships  were 
also  awarded  to  Jane  Campbell  and  Margaret  Custis. 
In  addition,  $700  was  given  to  each  of  the  following 
nursing  schools,  to  be  awarded  to  deserving  and  needy 
students:  Nursing  School  of  Wilmington,  Wesley 
College  School  of  Nursing,  Beebe  Hospital  School  of 
Nursing,  and  the  Milford  Memorial  Hospital  School 
of  Nursing.  Auxiliary  fund-raisers  did  it! 

AMA-ERF 

Our  assistance  to  medical  education  and  research 
to  dafte  has  reached  a new  high  of  $3,929.16.  This 
year  a different  form  of  assistance  was  proposed  when 
members  were  invited  to  host  in  their  homes  3rd  and 
4th  year  Jefferson  Medical  College  students  for  vary- 
ing periods  while  they  were  studying  in  hospitals 
around  the  state. 

COMMUNITY  HEALTH  AND 
FAMILY  HEALTH 

Each  county  joined  in  the  statewide  emphasis  on 
immunization.  Mr.  Larry  Blumen,  State  Public 
Health  Division,  met  with  County  Auxiliaries,  and 
pamphlets  were  distributed  to  doctors’  offices.  We 
also  helped  get  radio  and  television  coverage  during 
October — Immunization  Month.  Babysitting  was 
continued  by  volunteers  at  the  Family  Court  Chil- 
dren’s Room.  By  the  end  of  March,  609  children 
had  been  given  Vision  Screening,  and  six  new  schools 
had  been  added  to  the  program.  Services  to  the 
Senior  Centers  and  to  the  Delaware  State  Hospital 
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! Fair  were  rendered.  Auxiliary  programs  on  nutrition 
1 1 and  safety  were  held.  In  New  Castle  County  smocks 
were  purchased,  and  Auxiliary  emblems  hand-em- 
; broidered  on  them  for  wearing  while  doing  service 

i in  the  community. 

) 

! MEMBERSHIP 

We  now  havfe  a total  membership  of  319  mem- 
j bers.  Included  are  12  associate  members  and  three 
;l  honorary  members.  We  regret  to  report  the  death 
of  one  member,  Mrs.  Raymond  Moore,  New  Castle 
j!  County.  New  member  coffees  have  been  held.  The 
t;  concept  of  P.A.L.  (Personal  Auxiliary  Link)  has 
1 been  expanded.  Letters  were  sent  to  all  new  doctors’ 
wives  in  the  state,  urging  them  to  join  the  Auxiliary. 

|:  They  were  included  in  letters  mailed  by  the  Medical 
Society  of  Delaware. 

' MEETINGS 

All  required  meetings  were  held.  The  President 
I represented  the  Auxiliary  at  meetings  of  the  Board  of 
Trustees  of  the  Medical  Society.  She  and  our  Past 
i President  attended  the  Annual  Convention  in  Chi- 
■ cago  in  June.  In  October,  the  President  and  President- 
!l  Elect  attended  the  National  Conference  in  Chicago 
; and  the  Eastern  Regional  Workshop  in  Pittsburgh 
(with  six  other  Delaware  Auxilians).  A State  TALK- 
I IN  was  held — also  in  October.  The  President-Elect 
. and  the  President-Elect  of  New  Castle  County  at- 
I tended  the  Leadership  Conference  in  Chicago  in 
1 February.  The  President  also  attended  State  Auxiliary 
I meetings  as  your  representative  in  Washington, 

I D.C.,  New  Jersey,  Pennsylvania,  New  York,  Mary- 
I land,  and  many  county  meetings  in  Delaware. 

All  counties  are  now  working  on  the  Arts  and 
( Craft  sale  to  be  held  at  the  Annual  Meeting  on  Sep- 
I tember  27th,  at  the  Sheraton-Brandywine,  Wilming- 
I ton.  The  proceeds  from  this  sale  are  for  AMA-ERF. 

I It  was  a proud  occasion  for  us  to  receive  a pewter 
( commemorative  plate  at  the  AMA  Annual  Meeting 
I in  Atlantic  City  this  June  for  Delaware  Auxiliary’s 
1 outstanding  contributions  to  AMA-ERF. 

A Past  President’s  Club  yearly  get-together  is  in 


the  planning,  and  we  feel  this  could  be  a valuable 
nucleus  of  information,  interest  and  support  for  the 
Medical  Society  and  the  Auxiliary. 

It  is  indeed  a privilege  to  attend  your  Trustee 
meetings — this  direct  communication  will  promote 
understanding  and  speedier  action  for  Medical  So- 
ciety and  Auxiliary  projects. 

The  President-Elect,  two  County  Presidents-Elect, 
and  I will  attend  a Leadership  Conference  in  Chicago 
in  October.  I plan  a "Round  Table-Round-Up” 
of  ideas  for  all  Delaware  Auxilians  after  this  con- 
ference— so  we  will  be  informed  and  ready  to  help 
you  next  year. 

Thank  you  for  this  opportunity  to  express  our  co- 
operation and  support  in  any  way. 

Mrs.  Leslie  M.  Dobson 
President  1975-1976 

REPORTS  OF  THE  STANDING  COMMITTEES 

BUDGET  COMMITTEE 

The  Budget  Committee  of  the  Medical  Society  of 
Delaware  met  on  September  8,  1975  and  approved 
the  budget  submitted  with  this  report. 

The  1975-1976  budget  anticipates  the  following 
commitments  and  extraordinary  expenditures  ap- 
proved by  your  Budget  Committee: 

A.  Ned  Davis  Associates — $6,000  retainer  to  rep- 
resent the  Medical  Society  with  reference  to 
pending  and  future  legislation  before  the  Gen- 
eral Assembly  in  Dover. 

B.  A 1 5 %cost-of-living  increase  for  our  salaried 
employees  who  did  not  receive  cost-of-living 
raises  in  the  last  fiscal  year. 

C.  A dues  increase  of  $10  for  this  year  in  order 
to  balance  a "No  Fat’’  budget. 

D.  A commitment  to  rent  up  to  1,5  00  square  feet 
of  office  space  in  the  new  addition  planned  by 
the  Academy  of  Medicine  with  a 10-year  lease 
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at  $7.00  to  $7.50  per  square  foot.  The  initial 
outlay  can  be  financed  through  sale  of  capital 
fund  in  our  portfolio.  This  would  increase  our 
contribution  to  the  Academy  on  a yearly  basis 
from  $5,400  to  $11,250  in  1977  and  would 
necessitate  a dues  increase  of  approximately  $10 
per  member.  Considering  the  increased  ef- 
ficiency of  the  Society’s  office  operation  and 
the  need  for  expansion  in  the  future,  this  would 
be  a most  worthwhile  investment. 

E.  An  allowance  of  $2,000  for  legal  counsel,  in- 
cluding a contract  negotiator. 

The  Committee  recommends  the  following  dele- 
tions from  the  budget: 

1.  Deletion  of  membership  in  Delaware  Better 
Business  Bureau 

2.  Deletion  of  $500  contribution  to  the  Con- 
tinuing Education  Seminars 

3.  Deletion  of  subscription  to  Washington  Report 

I want  to  thank  the  Delegates  and  the  members 
of  the  Society  for  their  continued  support.  It  has 
been  a pleasure  serving  you. 

BUDGET 

1975-1976 


Receipts 

Dues  $ 8 1,000. 

Dividends  and  Interest  13,000. 


TOTAL  RECEIPTS  $ 94,000. 

Disbursements 
Office  Personnel 

Employee  Benefits  $ 3,300. 

Salaries  53,887. 

Employer  Taxes  3,153. 

Hospitalization  1,118. 

Offiice  Operation 

Contribution  to  Academy  $ 5,400. 

Printing,  Postage,  Stationery,  Telephone, 

Telegrams,  Office  Supplies  9,5  20. 

Audit  1,700. 

Insurance  and  Contracts  4,130. 

New  Typewriter  600. 

Travel 

AMA  Delegate  $ 2,000. 

Contingency  (Officers-Staff ) 3,000. 

Subscriptions,  Contributions,  Dues 

Wall  Street  Journal  3 5. 

Delaware  Public  Health  Assn 15. 

AM  A- Aces  and  Deuces  75. 

Medical  Society  Executive  Assn.  70. 

Presidents  and  Presidents-Elect  2 5. 

Contribution — Woman’s  Auxiliary  300. 

Delaware  State  News  30. 

News  Journal  50. 

Morning  News  5 0. 

Legal  Counsel  $ 2,000. 

Public  Relations 


IMPORTANT  INFORMATION:  This  is  a Sched- 
uie  V substance  by  Federai  law;  diphenoxyiate 
hid  is  chemicaiiy  reiated  to  meperidine,  in 
case  of  overdosage  or  individuai  hypersensi- 
tivity, reactions  simiiar  to  those  after  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  for  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nafline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  Is  effective  as  adjunctive  thei 
apy  in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  ag^ 
groups,  and  in  patients  who  are  jaundiced  or  hypeii 
sensitive  to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chih 
dren,  because  of  variable  response,  and  with  extremij 
caution  in  patients  with  cirrhosis  and  other  ad 
vanced  hepatic  disease  or  abnormal  liver  functioi' 
tests,  because  of  possible  hepatic  coma.  Diphenoxyl 
late  HCI  may  potentiate  the  action  of  barbiturates 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre, 
cipitate  hypertensive  crisis.  In  severe  dehydratiort 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor  i 
rective  therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits;  ' 
against  possible  risks  before  using  during  preg-  i 
nancy,  lactation  or  in  women  of  childbearing  age 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the  ' 
breast  milk  of  nursing  mothers,  i 

Precautions:  Addiction  (dependency)  to  diphenoxy-'  ■■ 
late  HCI  is  theoretically  possible  at  high  dosage.  Do'  , 
not  exceed  recommended  dosages.  Administer  with  i 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of  ; 
drug  abuse.  The  subtherapeutic  amount  of  atropine  i 
is  added  to  discourage  deliberate  overdosage;;  j 
strictly  observe  contraindications,  warnings  and  pre-,  ( 
cautions  for  atropine;  use  with  caution  in  children;  | 
since  signs  of  atropinism  may  occur  even  with  the' 
recommended. dosage.  Use  with  care  in  patients  with;  j 
acute  ulcerative  colitis  and  discontinue  use  if  ab-;  I 
dominal  distention  or  other  symptoms  develop.  j 

Adverse  reactions:  Atropine  effects  include  dryness  1 
of  skin  and  mucous  membranes,  flushing,  hyper-  j 
thermia,  tachycardia  and  urinary  retention.  Other  J 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom-  j 
fort,  respiratory  depression,  numbness  of  the  ex-l 
tremities,  headache,  dizziness,  depression,  malaise, llj 
drowsiness,  coma,  lethargy,  anorexia,  restlessness,  ll 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti-'F 
caria,  paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindl-  \ 
cated  in  children  less  than  2 years  old.  Use  only  ■ 
Lomotil  liquid  for  children  2 to  12  years  old.  For  ages  i 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml,  ^ 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times  , 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets  i ; 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml,, 

5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as  , ' 
one  fourth  of  the  initial  dosage.  Make  downward  S ‘ 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause  ; 
severe,  even  fatal,  respiratory  depression.  Signs  of  ' 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus,  pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate  ! 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  Vz  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 
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Ned  Davis  Associates  6,000. 

Committees  and  Contingency  Fund  3,000. 

Medical  Defense  Fund  540. 


TOTAL  DISBURSEMENTS 
Contra  Receipts 

99,998. 

Kent  County  

. $ 

1,150. 

Sussex  County 

655. 

AMA  Dues 

43,560. 

Scholarships  

2,510. 

DMJ  Subscription 
Annual  Meeting 

5,245. 

Grants  and  Exhibits 

5,780. 

TOTAL 

Contra  Disbursements 

$ 

58,900. 

Kent  County  

$ 

1,150. 

Sussex  County 

655. 

AMA  Dues 

43,560. 

Scholarships 

2,510. 

DMJ  Subscription 

5,245. 

Annual  Meeting 

5,780. 

TOTAL 

$ 

58,900. 

Peter  R.  Coggins,  M.D. 

Chairman 

(The  House  of  Delegates  rejected  the  Committee’s 
recommendation  to  delete  the  $5  00  contribution 
to  the  Continuing  Education  Seminars  for  Physi- 
cians.) 

MEDICAL  REVIEW  COMMITTEE 

The  Medical  Review  Committee  has  held  three 
meetings  since  the  last  Annual  Meeting  of  the  So- 
ciety. Twelve  cases  have  been  considered  at  the  re- 
quest of  individual  physicians,  insurance  companies, 
and  Blue  Cross-Blue  Shield  of  Delaware,  Inc. 

Edgar  R.  Miller,  Jr.,  M.D. 

Chairman 

DELAWARE  ACADEMY  OF  MEDICINE 

Your  Representative  to  the  Delaware  Academy  of 
Medicine  this  past  year  has  kept  abreast  of  the  ac- 
tivities of  the  Academy. 

There  has  been  continuing  exploration  into  the 
future  role  and  direction  for  the  Academy.  It  has 
been  generally  recognized  that  the  Academy  should 
seek  more  involvement  of  the  lay  public  in  the,  ac- 
tivities of  the  Academy,  and  an  idea  of  public  health 
forums  involving  the  voluntary  health  agencies  has 
been  conceived.  After  a number  of  meetings  in- 
volving most  of  the  voluntary  health  agencies  in 
Delaware  it  was  agreed  to  sponsor  six  or  seven 
monthly  meetings  for  the  public  beginning  this  Oc- 
tober. The  meetings  will  stress  prevention  and  risk 
factors  whenever  possible.  The  general  tone  of  the 
meetings  should  be  a positive  approach,  i.e.,  what  an 


individual  can  and  should  do  to  prevent  an  illness  or 
reduce  the  risk  of  an  illness.  The  first  forum  is 
planned  for  October  15,  1975,  and  the  main  subject 
will  be  diet  and  exercise. 

Since  the  addition  to  the  Academy  building  in 
1959  there  has  been  a continued  increase  in  the  use 
of  the  physical  facilities  of  the  Academy.  Two 
major  groups  who  occupy  the  Academy,  the  Medical 
Society  of  Delaware  and  the  Delaware  Chapter  of 
the  American  Cancer  Society,  have  both  indicated 
that  they  need  more  office  space.  Other  groups  have 
expressed  desire  to  relocate  in  the  Academy.  Also 
the  Academy  is  lacking  meeting  facilities  for  groups 
in  between  the  auditorium  size  and  the  small  confer- 
ence room  size.  The  possibility  of  building  an  addi- 
tion has  been  considered,  and  the  Finance  Committee 
tentatively  agreed  to  support  such  plans  providing 
sound  financing  could  be  obtained;  e.g.,  the  new 
facility  must  be  totally  self-supporting. 

Increased  cost  of  maintenance  and  escalating  cost 
of  books  and  periodicals  are  making  heavy  demands 
on  the  financial  structure  of  the  Academy. 

One  of  the  major  activities  of  the  Academy  has 
been  the  administration  of  the  student  financial  aid 
program.  Drastic  cuts  of  the  dimer  support  to  the 
students  put  considerable  strain  on  the  Academy 
program.  Unfortunately  the  Academy  could  not 
have  supported  everyone  who  is  in  need  of  financial 
assistance. 

Again,  the  Academy  was  co-sponsor  of  the  War- 
ren Lecture  and  the  Infectious  Disease  Symposium. 
Mr.  Anson  B.  Nixon  was  honored  at  the  annual  so- 
cial meeting.  Mr.  Peter  Pellegrino  was  the  speaker 
at  that  meeting  and  discussed  his  personal  experience 
with  flying  balloons. 

Joseph  W.  Abbiss,  M.D. 

Representative 

MEDICAL  SERVICES  INSURANCE  COMMITTEE 

In  the  year  since  the  price  controls  have  lifted,  we 
have  thought  about  revisions  in  our  Blue  Cross  con- 
tract since  under  the  old  contract  there  are  still 
many  mechanisms  which  are  not  completely  satis- 
factory to  us. 

An  Ad  Hoc  Committee,  chaired  by  Ignatius  J. 
Tikellis,  M.D.,  has  been  formed  and  is  responsible 
for  effecting  these  changes. 

We  hope  to  have  the  contract  ready  for  vote  by 
the  Society  sometime  early  this  fall. 

R.  Walter  Powell,  M.D. 

Chairman 

PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 

Because  of  the  early  request  for  the  Committee’s 
year  end  report,  this  Committee  has  not  had  oppor- 
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REAL  ESTATE 
INVESTMENT 

By  Terry  A.  Strine 

More  money  has  been  made  in  Real 
Estate  than  in  stocks,  cattle,  bonds,  art, 
savings,  or  antiques. 

All  investments  have  a common  ob- 
jective: the  preservation  and  enhance- 
ment of  capital.  Real  Estate  ownership 
accomplishes  this  through; 

1.  Cash  flow,  or  Net  Operating  In- 
come, which  is  gross  income  minus  cash 
operating  expenses  (such  as  property 
taxes,  fuel,  insurance,  repairs,  etc.).  You 
should  currently  expect  a cash  flow 
ranging  from  8 to  18%  annually,  depen- 
ding upon  type  of  property,  location 
and  condition. 

■"  2.  Tax-Shelter,  or  Tax-free  income. 
Real  property  theoretically  depreciates 
with  age;  the  l.R.S.  allows  you  a deduc- 
tion from  (otherwise)  taxable  income  of 
a portion  of  original  purchase  price. 
Annual  depreciation  write-off  can  range 
from  2 to  5%  of  your  purchase  price,  or 
as  much  as  8 to  20%  of  your  actual  cash 
investment  in  the  property. 

3.  Equity  build-up,  or  debt  reduction. 
Leverage  (borrowing  a portion  of  the 
purchase  price  or  market  value)  is  an 
important  part  of  most  real  estate  tran- 
sactions. The  debt  may  be  reduced  by 
monthly  payments  of  principal  and  in- 
terest, which  is  funded  by  the  cash  flow 
(No.  1 ) of  the  property.  This  results  in  a 
direct  increase  in  your  equity  in  the 
property,  which  could  range  from  4 to 
I 0%  annually. 

4.  Capital  Appreciation.  Income  pro- 
perty does  not  increase  in  value  by  just 
sitting  there.  But  as  the  net  income 
(through  good  management,  property 
improvement,  and  inflation)  increases, 
so  should  the  fair  market  value  of  your 
building  mcrease.  These  two  factors 
must  go  hand-in-hand.  A 3%  annual  in- 
crease in  net  income  should  result  in  a 
3%  annual  increase  in  value.  If  your 
original  cash  invested  was  25%  of  the 
purchase  price,  the  increase  could  mean 
as  much  as  a 12%  annual  capital  gain 
upon  sale  of  the  property. 

Practical  real  estate  investment  should 
bring  you  at  least  3 of  these  4 benefits. 

Terry  A.  Strine  ^^Alan  J.  Matas 

Investors  : Realty 

Division  of  C.D.  Shepherd  Real  Estate 

Commercial,  Investment,  Industrial  Real 

Estate  — Business  Opportunities 

2117  Silverside  Road 
Wilmington,  Delaware  19810 
(302)475-1415 


tunity  to  include  in  this  report  its  fourth  Peer  Re- 
view Committee  meeting.  There  were  thus  three 
meetings  held,  and  attendance  was  excellent  by  all 
counties  of  the  State  Medical  Society.  All  chairmen 
of  the  respective  county  societies  and  at  times  several 
members  of  each  county  society’s  Peer  Review  Com- 
mittee were  present. 

It  should  be  noted  that  the  Delaware  State  Osteo- 
pathic Medical  Society  was  also  represented,  by 
Charles  A.  Depfer,  D.O.,  who  played  an  integral  part 
in  the  function  of  this  Committee.  I wish  to  express 
thanks  to  him  for  his  interested  thoughts  in  the 
running  of  this  and  his  Peer  Review  Committee. 

A brief  narrative  summary  of  the  meetings  fol- 
lows: 

1.  December  18,  1974  meeting: 

a)  The  problem  of  malignancies  of  the  skin 
and  the  requirement  of  a pathology  report, 
if  a malignancy  is  charged  for,  was  sub- 
mitted to  the  Board  of  Trustees  for  their 
thoughts. 

b)  The  decrease  in  the  incidence  of  laminec- 
tomies since  the  inquiry  by  the  New  Castle 
County  Peer  Review  Committee  was  dis- 
cussed. Follow-up  of  this  problem  will  be 
continued  by  both  the  state  and  county 
committees. 

c)  A case  resolved  at  a national  level  without 
any  local  input  caused  strong  feelings  by 
the  Peer  Review  Committee  that  this  Com- 
mittee should  not  just  initiate  an  investiga- 
tion but  see  it  through  to  a conclusion. 

d)  Follow-up  visits  by  physicians  at  appropri- 
ate time  intervals  was  discussed  because  of 
the  problem  of  prescription  drug  renewals. 

e)  A quarterly  report  in  writing  to  the  State 
Society  Peer  Review  Committee  was  re- 
quested to  be  made  by  each  county  society 
Peer  Review  Committee  chairman  in  order 
that  the  state  and  the  counties  can  have 
better  integration  of  problems. 

f)  Doctor  Depfer  reported  that  in  the  Delaware 
State  Osteopathic  Medical  Society  the  Ex- 
ecutive Committee  acts  as  its  Peer  Review 
Committee,  and  they  now  have  a problem 
which  we,  at  our  Committee  meetings,  have 
been  discussing.  We  will  keep  each  other 
informed. 

g)  Chairman  of  the  New  Castle  County  Peer 
Review  Committee  felt  that  Blue  Shield 
should  be  required  to  report  to  the  State  of 
Delaware  annually  the  unpaid  debts  owed 
Delaware  physicians  for  Medicaid  service 
for  in  this  way  the  public  could  be  made 
aware  of  the  deficiencies  in  the  Medicaid 
system. 

2.  March  19,  1975  meeting: 

a)  The  Sussex  County  Medical  Society  brought 
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a problem  to  the  State  Committee  regarding 
a physician’s  course  of  treatment  which  was 
being  evaluated  apparently  by  an  R.N.  of 
Blue  Cross-Blue  Shield.  Ms.  Bader  proposed 
that  the  incident  be  brought  to  the  attention 
of  the  Blue  Cross-Blue  Shield  representatives 
at  their  next  meeting  with  the  Society.  This 
discussion  led  to  the  passage  of  a motion 
which  recommended  to  the  Board  of  Trus- 
tees that  the  Society  form  a Committee 
capable  of  dealing  with  governmental 
agencies  (i.e.,  Medicare  and  Medicaid  and 
other)  regarding  policy,  both  fiscal  and 
legal. 

b)  It  was  felt  by  the  Committee  that  a doctor, 
if  requested,  should  be  expected  to  docu- 
ment removal  of  malignancies  by  appropri- 
ate proof  (i.e.,  pathological  report)  for  the 
differential  payment. 

c)  The  problem  of  laboratory  tests  and  their 
payments  came  under  long  discussion  re- 
garding the  cost  of  single  "bench”  tests 
versus  multiphasic  tests.  No  decision  was 
arrived  at,  and  apparently  the  Federal  Gov- 
ernment is  answering  this  problem  some- 
what. 

d)  A problem  concerning  Blue  Shield  and  phy- 
sicians arose  concerning  periodic  diagnostic 
re-evaluations  of  patients,  and  a revision  of 
Guideline  7 was  submitted  to  the  Board  of 
Trustees. 

Initial  Guideline  7 states: 

"While  it  is  a recognized  and  accepted  pat- 
tern of  practice  to  perform  periodic  (an- 
nual) diagnostic  re-evaluation  of  patients 
under  regular  treatment  for  some  chronic 
diseases,  the  physician  and  his  patient  must 
not  equate  this  service  with  a routine  an- 
nual physical  examination,  which  is  not  a 
covered  service  under  Medicare.” 

This  was  revised  to: 

"While  it  is  a recognized  and  accepted  pat- 
tern of  practice  to  perform  periodic  (an- 
nual) diagnostic  re-evaluation  of  patients 
under  regular  treatment  for  some  chronic 
diseases,  the  physician  and  his  patient  must 
not  equate  this  service  with  a routine  an- 
nual physical  examination,  WHICH  MAY 
NOT  BE  A COVERED  SERVICE.” 

e)  The  New  Castle  County  Peer  Review  Com- 
mittee delved  into  the  problem  of  the  family 
doctor  as  a consultant  when  he  and  a spe- 
cialist have  a mutual  patient.  This  problem 
is  being  seriously  studied. 

f)  The  problem  of  generic  drug  prescription 
writing  was  discussed.  Legislation  on  this 
topic  was  introduced  during  the  last  session 
of  the  General  Assembly. 


}.  June  11,  1975  meeting: 

a)  The  writing  of  more  than  one  prescription 
on  a prescription  blank  was  discussed,  and 
it  was  decided  that  a notation  should  be 
made  in  the  Society’s  Newsletter  to  remind 
physicians  that  it  is  considered  good  medical 
practice  to  write  prescriptions  on  separate 
blanks. 

b)  The  matter  of  retroactive  denial  of  benefits 
for  subscribers  to  the  Federal  Employees’ 
Program  was  aired  and  discussed.  We  are 
awaiting  further  discussion  through  the  fis- 
cal intermediary.  Blue  Cross-Blue  Shield  of 
Delaware,  Inc. 

c)  Mr.  Syrovatka  posed  the  problem  of  how 
doctors  should  bill  patients  in  the  hospital: 
by  the  number  of  hospital  days,  by  the 
number  of  visits,  or  fee  per  disease  entity. 
No  conclusion  was  reached  other  than  to 
refer  the  problem  to  the  Medical  Services 
Insurance  Committee  for  a recommendation 
on  charging  a per  diem  in  absentia.  Billing 
for  services  rendered  by  house  staff  in  lieu 
of  the  physician  was  also  referred  to  the 
Medical  Services  Insurance  Committee. 

Gustave  K.  Berger,  M.D. 

Chairman 

PROGRAM  COMMITTEE 

The  Program  Committee  met  on  December  5, 
1974,  March  17,  April  8,  and  June  24,  1975  and 
decided  on  the  following  program  for  the  Annual 
Meeting: 

GRAFT  REJECTION:  THE  CHIEF  PROBLEM 
— G.  Melville  Williams,  M.D.,  Chief,  Division  of 
Transplant  Surgery,  Johns  Hopkins  Hospital. 

THE  MANAGEMENT  OF  END  STAGE 
HEART  DISEASE— Robert  J.  Hall,  M.D.,  Texas 
Heart  Institute,  Houston,  Texas. 

CARDIAC  SURGERY  TODAY— Christiaan  N. 
Barnard,  M.D.,  Professor  and  Chairman,  Department 
of  Cardiac  Surgery,  University  of  Cape  Town,  Cape 
Town,  South  Africa;  Head  of  the  Department  of 
Cardiac  Surgery  at  Groote  Schuur  Hospital  and  the 
Red  Cross  Children’s  Hospital  in  Cape  Town. 

ETHICAL  AND  PHILOSOPHICAL  CONSID- 
ERATIONS OF  TRANSPLANTATIONS— Chris- 
tiaan N.  Barnard,  M.D. 

Mustafa  Oz,  M.D. 

Chairman 

PUBLIC  LAWS  COMMITTEE 

The  Public  Laws  Committee  met  eleven  times  be- 
tween December  4,  1974  and  June  18,  1975.  Nine 
of  the  meetings  were  held  at  the  Academy  of  Medi- 
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cine  in  Wilmington;  two  meetings  convened  in  Dover 
in  response  to  a suggestion  made  by  Joseph  Belgrade, 
M.D.,  President  of  the  Medical  Society  of  Delaware. 
One  of  the  Dover  meetings  was  combined  with  a 
visit  to  Legislative  Hall  to  observe,  briefly,  both  the 
House  and  Senate  in  session. 

In  all,  the  Committee  reviewed  approximately  one 
hundred  agenda  items.  Not  all  these  items  repre- 
sented separate  bills,  for  some  bills  were  considered  at 
several  consecutive  meetings.  However,  the  volume 
of  health-related  bills  considered  and  acted  upon  by 
the  Committee  has  been  very  considerable  and  reflects 
the  increasing  interest  in  this  area  demonstrated  by 
the  Delaware  Legislature,  by  all  state  legislatures,  and 
by  the  Federal  Government. 

Of  particular  importance  during  this  session  of 
the  Legislature  were  the  Medical  Practices  Act,  the 
passage  of  which  is  a consummation  devoutly  desired 
but  not  yet  fulfilled;  enabling  legislation  for  Health 
Maintenance  Organizations;  legislation  proposing  a 
separate  Department  of  Health;  and  finally  legislation 
to  ameliorate  the  medical  malpractice  liability  in- 
surance crisis.  This  last  matter  was  of  such  com- 
plexity and  importance  that  a separate  Ad  Hoc  Com- 
mittee was  appointed  to  study  the  problem  and  to 
draft  appropriate  legislation.  That  Committee  was 
chaired  by  Martin  Gibbs,  M.D. 

Other  legislation  introduced  in  Dover  and  con- 
sidered by  the  Committee  may  serve  to  illustrate 
how  broad  the  field  of  health  legislation  is.  Some  of 
these  topics  were  rabies  vaccination  for  dogs,  pro- 
cedure for  involuntary  commitment  to  Delaware 
State  Hospital,  the  health  risks  of  nuclear  power 
plants,  the  rights  of  patients  to  review  their  own 
medical  records,  the  effects  of  microwave  ovens  on 
cardiac  pacemakers,  etc.,  etc. 

The  Chairman  wishes  to  thank  every  member  of 
the  Committee,  each  of  whom  does  considerable 
homework  for  the  meetings,  each  of  whom  has 
pulled  hard  on  his/her  oar. 

For  the  Committee  members  I would  again  express 
gratitude  and  thanks  to  the  staff  which  puts  in  in- 
creasing amounts  of  time  in  preparing  for  the  Com- 
mittee meetings  and  in  representing  the  Society’s  in- 
terests in  Dover. 

Allston  J.  Morris,  M.D. 

Chairman 

BOARD  OF  TRUSTEES  LIAISON  TO  THE 
PUBLIC  LAWS  COMMITTEE 

The  Public  Laws  Committee  continues  to  break 
new  ground.  Last  year  the  Committee  spawned  the 
National  Legislation  Committee,  and  this  adminis- 
trative year  it  met  before  the  General  Assembly 
convened  in  Dover  to  go  over  drafts  of  bills  that 
would  affect  medicine  in  Delaware. 

As  the  General  Assembly  session  progressed  in 


Dover,  the  Public  Laws  Committee  met  on  the  site 
of  the  action  and  were  present  in  numbers  that  may 
have  been  seen  as  significant  by  our  State  Senators 
and  Representatives  and  other  elected  officials.  This 
was  well  demonstrated  by  the  Public  Laws  Committee 
at  its  February  5,  1975  meeting  when  it  met  in  Dover 
and  had  as  its  headliner.  Insurance  Commissioner 
Robert  A.  Short,  speaking  on  his  interpretation  of 
H.B.  1066  from  the  127th  General  Assembly. 

Recognizing  its  parent  society’s  financial  straits 
the  Public  Laws  Committee  went  on  record  in  favor 
of  paying  and  did  pay  for  its  dinner  meeting  meals. 

The  major  legislation  discussed  and  examined  by 
the  Public  Laws  Committee  was  the  Medical  Prac- 
tice Act,  (which  was  tabled  in  Dover) ; the  Generic 
Drug  legislation  (tabled) ; and  Malpractice  Insurance 
legislation  (tabled).  All  three  of  these  will  continue 
to  be  considered  in  the  next  session  of  the  General 
Assembly.  It  is  hoped  that  every  physician  in  the 
State  of  Delaware  will  write  or  make  known  his 
opinion  on  these  three  tabled  issues. 

In  its  February  5,  1975  meeting  the  Public  Laws 
Committee  raised  an  issue  that  is  not  yet  settled. 
The  issue  raised  by  the  Chairman,  Doctor  Allston 
Morris,  was  the  formation  of  a committee  designated 
to  take  fast  and  appropriate  action  on  legislation 
between  full  Committee  meetings.  As  of  this  date, 
this  request  is  unanswered;  however,  it  may  be  ad- 
visable to  refer  this  to  the  House  of  Delegates  for 
final  action. 

Rhoslyn  J.  Bishoff,  M.D. 

Board  of  T rustees  Liaison 

PUBLICATIONS  COMMITTEE 

The  present  editorial  board,  who  share  with  myself 
and  Doctor  Paulshock  the  important  responsibility 
of  producing  editorials  and  of  reviewing  all  submit- 
ted manuscripts,  includes: 

Patrick  F.  Ashley,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Mark  G.  Cohen,  M.D. 

Vincent  DelDuca,  Jr.,  M.D. 

Stephen  H.  Franklin,  M.D. 

Carl  I.  Glassman,  M.D. 

Calvin  B.  Hearne,  M.D. 

’•'George  L.  Henderson,  M.D. 

William  J.  Holloway,  M.D. 

William  D.  Johnson,  M.D. 

David  A.  Levitsky,  M.D. 

Marjorie  J.  McKusick,  M.D. 

Richard  H.  Morgan,  M.D. 

’■■Jose  Pamintuan,  M.D. 

Herman  Rosenblum,  M.D. 

William  A.  Taylor,  M.D. 

William  J.  Vandervort,  M.D. 

Allen  C.  Wooden,  M.D. 

Members  who  have  joined  us  In  the  last  year  are 
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Professional  Clinical  Laboratories,  Inc.,  of  Wilming- 
'on,  Delaware  now  has  four  branches  to  serve  you.  They 
ore  located  in  Wilmington,  Newark,  and  Dover,  with  a 
iubsidiary  laboratory  in  Downington,  Pennsylvania.  (All 
aboratories  are  state  licensed  and  have  Medicaid  and 
Vledicare  approval.  The  main  laboratory  in  Wilmington 
s federally  licensed.) 

The  Laboratory  offers  a full  range  of  services  to  the 
nedical  and  industrial  community  including:  histology. 


WILMINGTON  Professional  Clinical  Laboratories, 
Inc.,  Suite  202  Professional  Bldg.,  Augustine  Cut- 
Off  655-9621  Hours:  MON  DAY- FRIDAY  8-5  PM 
and  SATURDAY  8-12  NOON. 

NEWARK  Professional  Clinical  Laboratories,  Inc., 
Medical  Bldg.,  327  E.  Main  St.  737-4550  HOURS: 
MONDAY-FRIDAY8-5  PM  and  SATURDAY 8-12  NOON 

DOVER  Professional  Clinical  Laboratories,  Inc., 
1001  S.  Bradford  St.  678-2796  HOURS:  MONDAY- 
FRIDAY  8-5  PM  and  SATURDAY  8-12  NOON 

DOWNINGTOWN  Downingtown  Medical  Labora- 
tory, Inc.,  308  E.  Lancaster  Ave.  269-5115  HOURS: 
MONDAY-FRIDAY8-5PM  and  SATURDAY  8-12  NOON 

I PICK-UP  New  Castle  County,  area  sur- 
rounding Dover,  Smyrna  and  Downingtown. 
Specimen  pick-up  is  available  upon  request  by 
contacting  the  laboratory  (302-655-9621). 


cytology,  bacteriology,  chemistry,  hematology,  immuno- 
hematology,  chemistry  profiles  (SMA  12/60),  automated 
gas  chromatography,  thin-layer  chromatography,  drug 
screening,  and  electrocardiography. 

In  addition  to  the  above  procedure,  audiographic 
screening  service  for  industry  is  now  available. 

For  your  convenience,  daily  pick-up  of  specimens 
within  the  range  of  the  laboratory  branches  is  provided. 


nOFESSIOIIU  CLINICU  LIBOIIIIOIIIES.  INC. 


lassional  Building  Suite  202  • Augustine  Cut-off  Wilmington,  Delaware  19803  • PHONE:  302  - 655-9621 
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indicated  with  an  asterisk;  they  replaced  Daniel  A. 
Alvarez,  M.D.,  and  William  V.  Whitehorn,  M.D., 
who  retired  after  serving,  as  do  all  of  our  board 
members,  well  and  faithfully. 

In  Volume  46  of  the  Delaware  Medical  Journal,  we 
published  98  different  authors,  including  34  original 
papers,  26  editorials  (16  different  authors),  and  66 
book  reviews  by  44  different  people.  Editorials  by 
Carl  I.  Classman,  M.D.,  William  H.  Duncan,  M.D., 
and  Warren  Johnson,  M.D.  were  reprinted  by  the 
Wilmington  newspapers  in  1974.  There  were  15 
Letters  to  the  Editor,  written  by  13  people. 

Doctor  Janet  Clark  has  frequently  helped  us  with 
bacterial  nomenclature,  Doctor  John  Pegg  with 
medical  units,  and  Mrs.  Joan  Donoho  with  abstract- 
ing. 

More  than  28  new  advertisers  have  been  obtained, 
and  the  Journal  format  has  been  changed  to  accom- 
modate our  advertisers,  exposure-wise. 

We  repeat  the  essence  of  the  last  paragraph  of  our 
report  to  the  Society  last  year,  for  it  is  still  a valid 
summary  of  our  aims:  The  Delaware  Medical  Journal 
is  the  journal  of  the  members  of  the  Medical  Society 
of  Delaware.  We  give  preference  to  publication  of 
material  by  our  members,  and  we  at  all  times  welcome 
their  suggestions  for  improvement.  We  strongly 


JOHN  G.  MERKEL 
& SONS,  INC. 

Physicians  — Hospitals  — 
Laboratory  — Invalid  Supplies 


PHONE  654-8818 


807  N.  Union  Street 
Wilmington,  Delaware 


encourage  Society  members  to  patronize  our  adver- 
tisers; their  support  is  necessary  for  us  to  continue 
publication. 

Robert  B.  Flinn,  M.D. 

Chairman 

DELAWARE  MEDICAL  JOURNAL 
Statement  of  Receipts  and  Disbursements 


Year  Ended 

Jan.  1- 

Dec.  31 

Aug.  1 

1974 

1975 

Total  Receipts 

$20,303.45 

$16,509.95 

Total  Disbursements 
Excess  revenue  over 

$22,956.69 

$16,002.91 

expenditure 

$ 5 07.04 

Expenditure  over  revenue 

$ 2,653.24 

Savings  Account  No.  1 

$13,140.59  $ 

13,140.59='- 

Savings  Account  No.  2 

$ 1,381.24  $ 

3 81.24-'' 

Due  to  General  Fund 

$ 7,629.00  $ 

7,629.00 

Anne  Shane  Bader 
Business  Manager 

'M975  interest  iiill  be  added  at  end  of  year. 

REPORTS  OF  THE  SPECIAL  COMMITTEES 

COMMITTEE  ON  AGING 

The  Committee  as  a whole  has  met  twice,  in  March 
and  June;  in  addition  there  were  several  subcom- 
mittee meetings. 

Items  on  the  Committee  agenda  included: 

1)  Meeting  with  Delaware  nursing  home  repre- 
sentatives to  discuss  new  HEW  requirements. 

The  latter  include  a Medical  Director  for  each 
Medicare-approved  facility;  quarterly  meetings  of 
various  committees  such  as  infection  control,  phar- 
macy, etc.,  and  in-service  training  and  health  care 
of  employees.  Review  of  these  regulations  prior  to 
their  implementation  December  1,  1975,  has  been 
requested  with  Mr.  James  Harvey  of  the  Office  of 
Health  Facilities  Licensure  and  Certification.  Also, 
mutual  problems  covering  such  items  as  the  perennial 
problem  of  obtaining  a doctor  to  pronounce  a patient 
dead  or  to  see  patients  within  Medicare  time  limits, 
death  certificates  being  available  at  nursing  homes, 
etc.  were  discussed. 

2)  Approval  of  a Program  on  Aging  to  be  held 
at  the  University  of  Delaware  on  successive  Tuesday 
afternoons,  January  20  through  February  24,  1976. 

3)  Exploration  and  preparation  of  a program  on 
pre-retirement  planning.  Efforts  will  be  made  to 
have  the  individual  lectures  recorded  and  possibly 
video-taped  for  exposure  to  a greater  audience. 

4)  A first-hand  report  by  a Committee  member 
on  geriatric  care  and  facilities  in  Europe. 

This  is  scheduled  for  the  October  meeting. 
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5 ) Review  of  problems  of  nutrition,  finances, 
transportation,  health  facilities,  hazards,  etc.  for  the 
elderly  living  in  high  rise  apartments. 

6)  Advisory  service  to  the  Division  of  Aging  on 
their  pilot  program  to  provide  day  care  of  the  infirm 
elderly  living  at  home  as  an  alternative  to  institu- 
tionalization. 

This  program  y?ill  start  September  2,  197$. 

I extend  thanks  to  members  of  the  Committee 
who  have  worked  long  and  industriously  on  these 
matters. 

William  D.  Shellenberger,  M.D. 

Chairman 

COMMITTEE  TO  IMPLEMENT 
RESTRUCTURING  THE  SOCIETY 

The  Committee  is  continuing  to  consider  methods 
for  restructuring  the  Society. 

A questionnaire  to  sample  grassroots  thinking  on 
the  functions,  responsibilities,  and  effectiveness  of 
the  staff,  the  committees,  the  Board  of  Trustees, 
the  House  of  Delegates,  and  the  Society  will  be  dis- 
tributed to  the  membership  via  the  Delaware  Medical 
Joiirnal  or  the  Newsletter. 

A suggestion  to  change  the  name  of  the  Com- 
mittee to  the  Society’s  Long-Range  Planning  Com- 
mittee was  over-ruled  by  the  Board  of  Trustees. 

Rhoslyn  J.  Bishoi  e,  M.D. 

Chairman 

(The  House  of  Delegates  voted  that  the  name  of 
the  Committee  be  changed  to  the  Long-Range  Plan- 
ning Committee.) 

CO.MMITTEE  ON  EDUCATION,  SUPPLY,  AND 
DISTRIBUTION  OF  PHYSICIANS  IN  DELAWARE 

During  this  year  there  has  been  no  formal  meeting 
of  this  Committee.  The  function  of  the  Committee 
during  this  past  year  has  been  an  endeavor  to  im- 
plement all  the  goals  that  the  Committee  established 
at  its  meeting  in  1974. 

I am  sorry  to  report  that  the  inclusion  of  the 
physician  survey  as  a part  of  the  State  of  I9elaware 
bi-annual  registration  of  physicians,  which  would 
enable  this  data  to  be  included  as  computer  data,  was 
distributed  as  an  additional  survey  rather  than  on 
the  actual  registration  form,  so  full  compliance  in 
the  survey  did  not  result.  The  Committee  is  trying 
to  salvage  this  survey.  It  is  our  impression  that  since 
it  was  on  a separate  form  the  survey  will  never  be 
100%  complete. 

We  have  continued  to  accumulate  information 
from  the  Board  of  Medical  Examiners  which  allows 
us  to  be  cognizant  of  the  availability  of  newly 
licensed  physicians  and  their  special  training.  In- 


formation is  also  collected  from  both  the  dimer 
Program  and  from  the  hospitals  in  the  state,  which 
will  also  inform  us  of  the  number  of  Delaware  resi- 
dents in  medical  school,  their  origins  from  the  state, 
and  the  number  and  type  of  physicians  in  training 
here  in  Delaware. 

The  Committee  through  our  central  office  acts  as 
a clearing  station  to  try  to  match  physician  needs 
in  the  state  with  available  physicians  and  has  ac- 
tively solicited  these  physicians  in  the  past. 

Until  we  can  obtain  a full  census  of  physicians  in 
the  state  and  obtain  information  as  to  their  activities 
and  locations,  we  will  not  be  able  to  finish  our  survey. 

We  will  continue  to  function  as  a clearing  house 
for  the  needs  and  availabilities  of  physicians,  bu*"  will 
not  be  able  to  truly  assess  the  specific  deficits  until 
our  survey  is  complete. 

David  A.  Levitsky,  M.D. 

Chairman 

CONTINUING  EDUCATION  AND 
CERTIFICATION  COMMITTEE 

The  Committee  notes  the  steady  growth  of  quality 
educational  programs  throughout  Delaware.  The  im- 
portance of  this  in  maintaining  the  highest  possible 
standards  of  patient  care  and  in  attracting  capable 
and  well-trained  physicians  to  our  state  is  well  recog- 
nized. 

Representatives  of  the  Committee  have  visited  all 
general  hospitals  of  the  state  to  discuss  educational 
needs  and  interests,  and  the  results  of  this  survey  have 
been  incorporated  in  programs  of  Continuing  Medical 
Education  to  be  conducted  in  all  general  hospitals  of 
the  state  1975-76  as  they  were  in  1974-75.  In  gen- 
eral these  programs  have  been  well  received  as  indi- 
cated by  attendance  records  and  individual  reports. 

Continuing  Medical  Education  in  Delaware  reached 
494  of  the  physicians  of  the  state  last  year  judging 
from  attendance  recortls  at  formally  accredited  pro- 
grams, and  probabi}’  1 50-200  more  at  other  programs. 
In  the  past  year  educational  opportunities  included: 

1.  Libraries 

Core  libraries  complying  with  recommendations 
of  the  American  Medical  Library  Association 
were  established  in  the  hospitals  of  Kent  and 
Sussex  Counties  in  1974  through  the  dimer 
Program  and  a grant  received  from  Pew  Foun- 
dation. These  have  been  tied  into  a network  of 
medical  library  resources  in  Nev\'  Castle  County 
and  thence  to  Philadelphia  and  Washington, 
D.C.  so  that  an\'  physician  in  the  state  can 
have  ready  access  to  virtually  any  scientific 
publication  in  the  world.  1 he  usage  of  this 
system  is  growing  steadily,  and  last  year  in  the 
Wilmington  Medical  Center  alone  it  provided 
5 160  interhbrary  loans. 
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2.  Continuing  Medical  Education  for  Physicians 
In  fiscal  1974-75  this  program  provided  54 
guest  lecturers  and  discussions  attended  by  a 
total  of  177  physicians  in  the  state. 

3.  Wilmington  Medical  Center  educational  pro- 
gram, open  to  all  members  of  the  medical  pro- 
fession, averages  nearly  100  educational  exer- 
cises of  various  sorts  per  week.  These  are  aimed 
primarily  at  interns  and  residents  but  are  very 
heavily  attended  by  practicing  physicians  also. 
In  addition  there  are  formal  and  informal  pro- 
grams for  medical  students.  Family  Practice  has 
developed  programs  that  send  medical  students 
(and  at  times  residents)  to  work  with  physi- 
cians throughout  the  state.  It  is  hoped  that 
there  is  some  educational  flow  in  both  directions. 
A similar  effort  is  a summer  program  for  medi- 
cal students  conducted  in  the  hospitals  of  the 
State,  jointly  funded  by  the  individual  hospitals 
concerned  and  the  Wilmington  Medical  Center. 

4.  A large  number  of  programs  are  conducted 
by  or  for  special  groups.  Some  of  those  which 
we  are  aware  of  at  present  are: 

a.  Infectious  Disease  Symposium — Annually  in 
May — developed  each  year  by  William  J. 
Holloway,  M.D. 

b.  Scientific  programs  of  the  Delaware 
Academy  of  Medicine 

c.  Those  programs  in  conjunction  with  meet- 
ings of  the  Medical  Society  of  Delaware 

d.  Delaware  Academy  of  Family  Physicians 


1.  Annual  Assembly  in  March  or  April  i 

2.  A series  of  ten  weekly  conferences,  Sep- 
tember through  November 

3.  Psychiatry  in  Medical  Practice,  a series  of 
ten  weekly  meetings,  January-March 

e.  Annual  seminar  on  Breast  Cancer,  April  1975 

f.  Symposium  on  "The  Cervix  and  Its  Dis- 
eases,” Sepetmber  1974 

g.  Infection  Control  in  the  Hospital  Environ- 
ment, February  1975 

h.  Annual  meeting — American  College  of  Phy- 
sicians, Delaware  Chapter. 

Special  credit  should  go  to  Doctor  E.  Wayne 
Martz,  Director  of  Medical  Education  for  the  Medical 
Center,  who  not  only  gave  inspiration  but  active 
participation  in  planning  for  the  coming  year. 

It  is  recommended  that  we  continue  to  work  closely 
with  the  University  of  Delaware.  Their  experience 
in  this  form  of  education  will  help  to  make  this  an 
ongoing  experience  for  the  practitioners  in  our  State. 

It  is  my  hope  that  during  the  coming  year  a close 
coordination  of  all  continuing  education  programs 
can  be  worked  out  so  that  any  duplication  or  overlap 
can  be  avoided.  The  efforts  should  be  directed  to- 
ward bringing  new  ideas,  new  techniques,  and  new 
concerns  for  patient  care  to  every  doctor. 

George  F.  McInnes,  M.D. 

Chairman 


Telephone  798-2520 

If  No  Answer,  E.  H.  Eaton,  Director 

Call  738-9180 


CLAYMONT  MEDICAL  LABORATORY 


Office  Hours 
Daily  9 A.M.  to  3 P.M. 

Eves.  Tues  , Wed.,  Thurs.  1320  PHILADELPHIA  PIKE 

6 to  9 P.M. 

Sat.  8 A.M.  to  12  Noon  WILMINGTON,  DEL  19809 
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DELAWARE  REVIEW  ORGANIZATION 
(DELRO) 

In  the  past  year  the  Delaware  Review  Organization 
has  undergone  reorganization,  being  born  from  the 
Delaware  Foundation  for  Medical  Care  to  its  present 
organization. 

In  January,  a medical  director  was  hired  as  was  an 
executive  director.  Subsequently,  we  have  added  to 
the  staff  in  the  form  of  an  expert  in  no-m  standards 
and  criteria  and  also  a secretary. 

We  have  changed  locations,  moving  to  the  Dela- 
ware Trust  Building  on  Pennsylvania  Avenue. 

Our  activities  this  year  have  been  involved  through 
the  Executive  Committee  and  Board  of  Directors  in 
perfecting  a plan  of  operations  which  when  finally 
accepted  by  the  government  will  allow  us  to  be 
named  conditionally  as  the  PSRO  organization  for 
Delaware.  We  feel  that  there  is  no  great  argument 
between  the  physicians  of  Delaware  and  the  govern- 
ment insofar  as  its  plan  is  concerned.  Most  of  the 
difficulties  have  been  resolved.  We  expect  to  be 
named  conditionally  some  time  the  beginning  of 
1976  and  expect  to  be  budgeted  for  that. 

Our  physician  enrollment  is  quite  high,  and  we 
continue  to  recruit  physician  members  as  new  physi- 
cians become  licensed  in  Delaware. 


As  we  work  to  our  conditional  phase,  the  phy- 
sician members  will  be  kept  informed  of  our  activi- 
ties, and  when  finally  named  as  a conditional  or- 
ganization, we  will  then  begin  actual  hospital  review 
of  cases. 

We  invite  input  from  all  members,  reminding  all 
members  that  all  of  our  Board  of  Directors  meetings 
are  open  meetings,  and  if  any  member  particularly 
wants  to  sit  in  on  any  other  committ^  meetings,  I 
will  give  him  a standing  invitation  to  do  so. 

R.  Walter  Powell,  M.D. 

President 

BOARD  OF  DIRECTORS 
Delaware  Review  Organization 
R.  Walter  Powell,  M.D.,  President 
Vice-President 

Rkhard  Taylor,  M.D.,  Treasurer 
Rhoslyn  J.  BishofT,  M.D.,  Secretary 

Daniel  A.  Alvarez,  M.D. 

Alfred  E.  Bacon,  M.D. 

Bruce  L.  Bolasny,  M.D. 

Richard  B.  Crabb,  M.D. 

Santos  F.  Delgado,  M.D. 

Charles  Depfer,  D.O. 

Palmarin  C.  Francisco,  M.D. 

Albert  Gelb,  M.D. 

Edward  F.  Gliwa,  M.D. 


Why  you  shouldn’t  lease  a car 
the  same  place  your  patients  do. 

There  are  a lot  of  ordinary  leasing  companies  around,  leasing  ordinary  cars  to 
ordinary  people.  And  they  ordinarily  do  a good  job. 

But  not  for  you. 

You're  special.  Not  because  of  the  degrees  and  board  certifications  hang- 
ing on  your  wall.  But  because  you  are,  as  your  accountant  will  tell  you,  a tax-and- 
accounting  anomaly. 

There  are  leasing  plans — like  accelerated  payment  leasing,  for  instance — 
that  make  an  immense  amount  of  sense  for  you  and  no  sense  at  all  for  ordinary 
people. 

That's  where  our  specialization  pays  off.  We  can  devise  very  sophisticated 
leases  especially  for  doctors — open  or  closed  end,  with  buy-out  protection. 

Any  kind  of  car,  of  course.  From  anywhere  in  the  world.  Give  us  a call. 


Automotive  Lease  Management  Associates 

706  E.  Gay  Street,  West  Ghester,  Pa.  19380 
(215)  696-0511 

Irwin  Building,  King  of  Pmssia,  Pa.  19482 
(215) 337-0554 
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William  D.  Johnson,  M.D. 

Edward  M.  Phillips,  D.O. 

Carl  G.  Pierce,  Jr.,  M.D. 

Albert  Tini,  D.O. 

One  Vacancy 

DELAWARE  POLITICAL  ACTION  COMMITTEE 

After  consultation  with  knowledgeable  members 
of  the  respective  political  parties,  DELPAC  supported 
five  Democrat  and  five  Republican  candidates  for 
the  Delaware  General  Assembly  in  the  1974  election. 
Of  these,  five  Democrats  and  three  Republicans 
were  elected. 

In  1974  73  members  Joined  DELPAC,  and  to  date 
this  year  there  are  5 8 members. 

Charles  S.  Riegel,  M.D. 

Chairman 

ENVIRONMENTAL  AND  PUBLIC  HEALTH 
COMMITTEE 

The  Environmental  and  Public  Health  Committee 
met  monthly  to  advise  the  Board  of  Trustees  of  the 
Medical  Society  of  Delaware  as  to  the  problems  of 
environment  and  public  health  that  are  constantly 
arising. 

The  discussions  were  varied  and  concerned  with 
the  following: 

1 ) Legislation  for  air  quality 

2)  The  duties  and  functions  of  Advisory  Councils 

3 ) The  construction  code  for  utilization  of  public 
buildings  by  the  handicapped 

4)  The  standards  set  by  the  Environmental  Pro- 
tection Agency 

5 ) Radiation  emissions 

6)  The  disposal  of  low-level  and  high-level  nuclear 
wastes 

7)  The  delivery  of  medical  care  in  the  lower 
counties  (psychiatric  as  well  as  pre-natal) 

8)  A condemnation  of  polluted  fishing  areas 

9)  The  disposal  of  sewage  and  sludge  from  Phila- 
delphia 

To  help  the  Committee  formulate  opinions,  the 
proposed  legislative  bills  were  distributed,  read,  and 
discussed  in  detail.  The  Committee  was  instructed 
by  Doctor  Evelyn  Orton  of  the  Sussex  County  Health 
Unit,  Doctor  Edward  F.  Gliwa  of  the  Division  of 
Public  Health  and  a member  of  the  Committee,  Mr. 
William  Metten  and  Mr.  John  Jennings  of  Delmarva 
Power,  as  well  as  research  by  individual  members  of 
the  Committee. 

It  is  hoped  that  the  deliberations  and  conclusions 
that  were  submitted  to  the  Board  of  Trustees  were 
of  value  in  formulating  the  policies  set  forth  by  the 
Medical  Society  of  Delaware. 

Frank  T.  O’Brien,  M.D. 

Chairman 


JOINT  PRACTICE  COMMITEE  FOR 
PHYSICIANS  AND  NURSES 

This  report  concludes  the  second  full  year  of  ex- 
istence of  the  Joint  Practice  Committee  for  Physi- 
cians and  Nurses.  Assisting  me  as  Co-Chairman  again 
this  past  year,  was  Mary  G.  Healy,  R.N.,  the  repre- 
sentative of  the  Delaware  Nurses’  Association. 

Regular  meetings  were  held  throughout  the  year, 
and  a myriad  of  topics  came  before  this  Committee. 
In  this  report  I intend  to  only  highlight  the  most 
significant  items  for  this  Annual  Report  to  the  So- 
ciety. 

PRESENT  STATUS  OF  NURSING 
EDUCATION  IN  DELAWARE: 

At  the  last  Annual  Meeting  it  was  reported  that 
the  Committee  had  just  completed  a survey  on  nurs- 
ing schools.  A report  was  subsequently  published 
beginning  on  page  143  of  the  March  1973  issue  of 
the  JOURNAL  of  the  Medical  Society  of  Delaware. 
The  summary  of  that  report  is  as  follows: 

. . nursing  education  in  Delaware  is  of  ex- 
cellent quality.  The  Delaware  Board  of  Nursing 
works  closely  with  the  Delaware  Nurses’  Asso- 
ciation and  each  of  the  nursing  education  pro- 
grams to  continually  assure  this  high  quality. 
The  total  numbers  of  graduates  will  continue  to 
increase  over  the  next  several  years  and  will  as- 
sure a steady  flow  of  registered  nurses  to  the 
communities  of  Delaware.” 

NURSE  PRACTITIONERS/NURSE 
CLINICIANS/PHYSICIAN  EXTENDERS: 

Under  any  title  the  above  has  represented,  through- 
out the  year,  an  area  of  deep  concern  and  misunder- 
standings. At  the  special  request  of  the  President, 
this  Committee  undertook  to  review  and  analyze  the 
activities  of  the  University  of  Delaware-sponsored 
Nurse  Practitioner  Program  at  8th  & Franklin  Streets, 
Wilmington.  The  meetings,  discussions,  and  letter 
writing  culminated  in  an  informal  meeting  held  by 
the  Medical  Council  of  Delaware,  which  drew  the 
conclusion  that  all  such  persons  were  practicing  un- 
der the  Medical  Practices  Act  with  the  physician 
fully  responsible  for  all  their  actions.  Even  at  the 
conclusion  of  this  meeting  there  were  some  who  be- 
lieve that  such  activities  still  remain  within  the 
purview  of  and  were  totally  covered  by  the  Nurse 
Practices  Act.  The  one  significant  discovery,  how- 
ever, is  that  there  are  a number  of  such  Nurse  Prac- 
titioners of  varying  skills,  backgrounds,  and  training 
presently  in  the  Delaware  community.  Because  of 
the  scope  of  this  finding,  a recommendation  has  been 
made  to  the  Trustees  for  recognition  and  definition 
of  Nurse  Practitioners  or  Physician  Extenders  by  a 
resolution  to  be  submitted  to  the  Medical  Council  of 
Delaware  affirming  the  physician’s  responsibility  and 
at  the  same  time  identifying  credentials  needs,  limits 
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House  of  Delegates  Proceedings,  1975 


PACKAGE  PREMIUM  COMPARISON 
MEDICAL  SOCIETY  OF  DELAWARE 


CLASS  I — Physicians — no  surgery 
CLASS  II  — Physicians — minor  surgery  or  assist  in 
major  surgery  on  own  patients 
CLASS  III  — Surgeons — general  practitioners  who  perform 
major  surgery  or  assist  in  major  surgery 
on  other  than  their  own  patients 
— Ophthalmologists 
— Proctologists 
Surgeons  — Specialty 

Anesthesiologists 
Cardiac  Surgeons 
Neurosurgeons 
Obstetricians-Gynecologists 
Orthopedists 

Otolaryngologists — plastic  surgery 
Otolaryngologists — no  plastic  surgery 
Plastic  Surgeons 
Surgeons — General 
Thoracic  Surgeons 
Urologists 
Vascular  Surgeons 
’M2/1/74  to  12/1/75 


Effective  Date 


12/1/71 

12/1/73 

12/1/74 

12/1/75  % Change^ 

395 

518 

783 

1305 

“j~66.7 

635 

854 

1350 

2288 

+69.5 

1404 

1831 

2413 

4184 

+73.4 

2283 

2987 

3967 

6914 

+ 74.3 

1843 

2416 

3967 

6914 

-(-74.3 

2283 

2987 

6297 

11,010 

4-74.8 

2283 

2987 

4743 

8278 

+74.5 

2283 

2987 

6297 

11,010 

-(-74.8 

2283 

2987 

3967 

6914 

4-74.3 

1843 

2416 

3967 

6914 

4-74.3 

2283 

2987 

4743 

8278 

4-74.5 

1843 

2416 

3967 

6914 

-j-74.3 

1843 

2416 

6297 

11,010 

4-74.8 

1843 

2416 

3190 

5549 

4-73.9 

1843 

2416 

6297 

11,010 

+74.8 

of  practice,  and  registration  to  practice  for  such 
Physician  Extenders. 

ROLE  OF  THE  SCHOOL  NURSE: 

Another  area  of  major  discussion  within  the  past 
year  was  the  role  of  the  school  nurse.  The  Trustees 
of  the  Medical  Society  of  Delaware,  upon  recom- 
mendation of  the  Joint  Practice  Committee,  is  on 
record  as  favoring  use  of  proprietary  medication  by 
school  nurses  according  to  fixed  guidelines.  In 
addition,  the  Joint  Practice  Committee  has  under- 
taken a survey  to  determine  whether  the  school 
nurses  themselves  would  prefer  professional  guidance 
from  the  Department  of  Public  Instruction  or  the 
Division  of  Public  Health. 

JOINT  AUDIT  COMMITTEE: 

The  Joint  Practice  Committee  has  recognized  that 
the  Nanticoke  Memorial  Hospital  in  Seaford  is  utiliz- 
ing both  physicians  and  nurses  in  Joint  Audit  Com- 
mittees. Since  it  appears  that  this  is  an  expected 
goal  of  JCAH,  a subcommittee  has  been  developed 
to  make  recommendations  on  the  feasibility  of  joint 
medical  and  nursing  audits.  This  will  be  a major 
task  for  the  Joint  Practice  Committee  for  the  com- 
ing year. 

Since  some  criticism  was  noted  in  last  year’s  report 
concerning  lack  of  active  participation  by  the  phy- 
sician members,  the  Co-Chairman  would  like  to  point 


out  that  there  has  been  much  improvement  in  this 
in  the  past  year. 

William  H.  Duncan,  M.D. 

Chairman 

LIABILITY  INSURANCE  COMMITTEE 

In  August  Aetna  representatives  met  with  the 
Liability  Insurance  Committee  to  present  the  fourth 
annual  report  on  the  Society’s  Professional  Liability 
Program.  They  outlined  the  future  of  the  Medical 
Society  of  Delaware-Aetna  Program,  presenting  a 
rather  bleak  picture. 

The  following  basic  concepts  were  agreed  to  when 
we  embarked  on  the  plan  with  Aetna  four  years  ago: 

1.  Aetna  would  provide  a broad  insurance  pro- 
gram at  the  lowest  premium  possible  based  on 
experience  developments. 

2.  We  would  work  together  to  create  and  operate 

a Loss  Control  and  Education  Program. 

3.  We  would  mutually  agree  on  changes  in  the 
program  as  changing  conditions  dictated  the 
wisdom  of  making  such  changes. 

4.  We  would  work  together  to  solve  problems  as 
they  arose. 

Apparently  at  this  time  Aetna  is  not  in  a position 
to  tell  us  whether  or  not  the  program  will  be  ex- 
tended beyond  the  original  five-year  guarantee.  Aetna 
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For  Practice  Management 
Information  Systems  . . . 

Call  The  Specialists 
Call  Systemedics 


•FOR  improved  cash  flow  and 
financial  control 


• FOR  automatic  processing  of 
patient  statements  and 
insurance  information 

•FOR  continuing  service  and 
management  assistance 


SYSTEMEDICS,  INC. 
REGI  LTD. 

410  Timber  Lane 
Newtown  Sq.,  Pa.  19073 


(215)  356-6615—  (215)  356-7019 


Regional  Offices  Nationwide 


€ATA«BAB0 

A Community  of  Twelve  Custom  Homes 
on  % Acre  Wooded  Lots 
in  Northern  Brandywine  Hundred/ 
Southern  Chester  County 
Minutes  to  Shops,  Churches,  Schools 
and  Turnpikes 

Distinctively  Designed  and  Constructed  by 
Cali  998-3344  for  information 


will  report  back  to  the  Society  concerning  the  exten- 
sion of  the  five-year  agreement  by  April  1,  1976. 

For  Aetna  to  even  consider  extending  the  agree- 
ment we  will  have  to  correct  the  slow  progress  that 
has  been  made  in  the  establishment  of  a viable  and 
effective  Loss  Control  and  Education  Program.  Aetna 
proposed  that  their  Loss  Control  and  Education  spe- 
ialists,  William  Guilette,  M.D.,  and  Attorney  John 
Pecorino,  meet  with  the  Society  for  the  purpose  of 
reaching  a definite  agreement  relative  to  the  opera- 
tion of  a Loss  Control  and  Education  Program  in 
Delaware  and  a strong  commitment  regarding  its  im- 
plementation. 

Since  September  1,  1974,  19  claims  were  reported 
under  the  Society’s  program.  Since  the  inception 
of  the  program — December  1,  1971 — 40  claims  have 
been  reported.  Five  of  these  claims  were  closed  by 
settlement,  and  three  of  these  claims  were  closed 
without  payment.  Listed  below  are  some  of  the 
more  serious  claims  presently  outstanding: 

Case  No.  1 — Claim  involves  permanent  brain 
damage  following  delivery  of  an  in- 
fant by  cesarean  section.  Patient 
went  into  cardiac  arrest. 

Case  No.  2 — Companion  case  to  Case  No.  1,  but 
it  involves  the  anesthesiologist. 

Case  No.  3 — Patient  lost  sight  in  eye  as  a result 
of  undetected  foreign  body. 

Case  No.  4 — Patient  succumbed  to  terminal  can- 
cer. Her  estate  alleges  that  insured 
physician  failed  to  diagnose  and  treat 
a lump  on  left  breast. 

Case  No.  5 — Case  concerns  the  severance  of  an 
optical  nerve  during  ethmoidectomy. 
The  patient  is  now  blind  in  one  eye. 

The  total  reserve  on  just  these  five  cases  approxi- 
mates $3  00,000.  The  potential  for  additional  re- 
serves remains  a very  real  possibility. 

Aetna  stated  that  though  the  Society  continues 
to  screen  malpractice  claims  in  conjunction  with  the 
Delaware  Bar  Association  they  feel  that  the  screening 
of  malpractice  claims  in  conjunction  with  the  Dela- 
ware Bar  Association  distracts  from  the  value  of  the 
District  Claim  Review  Panels  and  reduces  the  effec- 
tiveness of  the  Loss  Control  and  Education  Program. 
This  is  the  first  time  the  Society  has  been  made  aware 
of  Aetna’s  dissatisfaction  with  the  Medico-Legal 
Panel. 

Aetna  stated  that  rates  will  increase  in  the  Basic 
Limits  and  Increased  Limits  portion  for  Primary 
Professional  Liability  Frequency  and  that  severity 
trends  continue  to  rise.  SCOPE  premiums  will  also 
increase  this  year.  The  total  Medical  Society  of  Del- 
aware package  increase  will  average  72%  this  year. 
A comparison  of  current  and  future  premium  rates 
is  appended  to  the  report. 
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When  you  drive  a Cadillac,  it  says  a lot  about  you! 

It  shows  you  appreciate  fine  craftsmanship,  the  dependability  and  power  of  a precision  engineered 
motor  car,  the  spacious,  luxurious  interior  and  the  sleek  exterior  design  that  all  add  up  to  Cadillac. 
With  your  busy  life  and  the  hours  you  spend  behind  the  wheel,  don’t  you  deserve  the  best!  Test 
drive  a Cadillac  at  Delaware  Motor  Sales  Company  - they  will  be  happy  to  demonstrate  a new  or 
pre-owned  Cadillac  and  show  you  how  to  get  the  most  value  for  your  car  dollars. 
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It  was  pointed  out  by  Aetna  along  with  other 
factors  that  unless  the  Insurance  Commissioner  ac- 
cepts the  rate  increase  the  commitment  we  have  with 
Aetna  will  be  null  and  void. 

James  B.  McClements,  M.D. 

Chairman 

MATERNAL  AND  CHILD  CARE  COMMITTEE 

The  Maternal  and  Child  Care  Committee  has  re- 
viewed statistics  on  maternal  and  infant  mortality 
provided  by  the  State  of  Delaware  Division  of  Public 
Health. 

To  better  evaluate  maternal  mortality,  the  Com- 
mittee has  requested  copies  of  discharge  summaries 
on  the  five  maternal  deaths  occurring  in  Delaware  in 
1974.  The  causes  of  the  five  maternal  deaths  were: 
1 ) thrombotic  thrombocytopenia  purpura,  2 ) acute 
fibrous  pericarditis  and  bacterial  infection,  3 ) dis- 
seminated intravascular  clotting,  amniotic  fluid  em- 
bolism, placental  abruption,  4)  post-section  perfora- 
tion of  right  colon  with  sepsis,  and  5 ) cerebral 
hemorrhage  secondary  to  toxemia  of  pregnancy. 

Abortion  data  were  not  available  as  the  Division 
of  Public  Health  does  not  feel  that  it  is  required  by 
law  to  keep  such  data.  The  Committee  unanimously 
feels  such  data  should  be  kept  and  maintained.  We 
should  be  happy  to  work  with  the  Director  of  Public 
Health  to  determine  what  data  are  essential. 

Perinatal  mortality  data  from  the  Division  of  Pub- 
lic Flealth  were  reviewed.  There  may  be  distortion 
of  the  data  because  of  referral  of  problem  cases  to 
Delaware  from  smaller  communities  in  nearby  states. 
The  pediatric  members  of  the  Committee  have  sug- 
gested a joint  obstetrical-pediatric  educational  effort 
by  the  Medical  Society  of  Delaware  to  improve  the 
level  of  infant  care  and  to  advise  all  physicians  in 
the  State  of  availability  of  educational  and  clinical 
support.  Members  of  the  Committee  will  help  with 
information  in  their  selected  areas,  and  members  were 
assigned  to  investigate  possible  areas  of  financial  sup- 
port and  other  available  resources  for  such  a program. 
Doctor  Katherine  Esterly  emphasized  that  this  pro- 
ject should  be  a joint  obstetrical-pediatric  program. 

The  Committee  was  informed  that  the  FDA  had 
proposed  new  regulations  in  the  Federal  Register  re- 
garding informed  consent  and  informational  data  on 
lUD’s.  The  Committee  endorsed  the  principle  of 
informed  consent  and  Delaware  physicians’  providing 
appropriate  information  to  their  patients.  The  Com- 
mittee did  not  recommend  a response  to  the  Food 
and  Drug  Commissioner’s  invitation  to  submit  com- 
ments regarding  the  proposal. 

VITAF  FVFNTS  OCCURRED  AS  FOLLOWS 
IN  DELAWARE 

Number  of  Births 8,283  8,433 

Birth  Rate’’"  14.54  14.64 


Number  of  Infant  deaths 

128 

118 

Infant  Mortality  Rate 

15.45 

13.99 

Number  of  Maternal  deaths  . , 

0 

5 

Maternal  Mortality  Rate’’'"'"' 

.0 

5.93 

*per  1,000  population 
**per  1,000  live  births 
***per  10,000  live  births 

William  D.  Johnson,  M.D. 

Chairman 


MEDICAL  ECONOMICS  COMMITTEE 

Two  combined  meetings  of  the  Medical  Economics 
Committee  of  the  Medical  Society  of  Delaware  and 
the  New  Castle  County  Medical  Society  were  held 
during  the  year  1975.  Subcommittes  were  appointed 
at  the  January  31st  meeting  to  study  four  areas  of 
interest:  Disability  Income  Insurance,  Life  Insurance, 
Retirement  Program,  and  Merger  of  the  State  and 
County  Medical  Economics  Committees. 

The  combined  committees  reconvened  on  Septem- 
ber 9,  1975,  to  discuss  reports  of  the  respective  sub- 
committees. Data  on  Disability  Income  Insurance 
and  Life  Insurance  was  not  complete  at  the  time  of 
the  final  meeting,  and  these  subjects  will  continue  to 
be  studied. 

The  Subcommittees  on  the  Retirement  Program 
and  Merger  of  the  State  and  County  Medical  Eco- 
nomics Committees  made  specific  proposals  following 
their  study,  and  these  proposals  were  accepted  by  the 
parent  committee  and  forwarded  to  the  Board  of 
Trustees  of  the  Medical  Society  of  Delaware  and 
Board  of  Directors  of  the  New  Castle  County  Medi- 
cal Society  for  their  approval.  The  Committee  as- 
sumes that  these  proposals  will  be  acceptable  and 
that  the  individual  members  of  the  Society  will  be 
informed  of  these  recommendations  in  the  near  fu- 
ture. 

The  chairman  is  encouraged  that  the  joint  com- 
mittee studied  two  areas  of  interest  and  that  final 
recommendations  were  forthcoming.  Two  complex 
subjects.  Life  Insurance  and  Disability  Income  In- 
surance, are  still  under  consideration,  but  these 
studies  should  be  completed  in  1976. 

Olin  S.  Allen,  II,  M.D. 

Chairman 

MEDICINE  AND  RELIGION  COMMITTEE 

Once  again  this  year’s  report  reflects  continued 
growth  and  involvement  of  the  Committee  as  it  rep- 
resents before  the  state,  on  behalf  of  the  Medical  So- 
ciety, the  close-working  relationship  between  medi- 
cine and  religion.  There  has  been  a strengthening  of 
present  programs  and  ties  with  the  Department  of 
Pastoral  Care  of  the  Wilmington  Medical  Center. 

This  year  the  Committee  established  three  goals 
for  1975: 


I 
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Are  you  a physician  ora  businessman? 


Sometimes  you  wonder. 

Because  it  seems  the  more  successful  you  get, 
ithe  less  time  you  have  to  practice. 

That’s  one  important  reason  why  highly 
: successful  physicians  are  finding  Air  Force 
limedicine  increasingly  attractive. 

It  offers  an  opportunity  to  practice  health 
care  at  its  professional  and  innovative 
best  without  worrying  about  the  details  of  sup- 
plies, equipment,  or  the  patient’s  ability  to  pay 
for  treatment.  It  offers  the  opportunity  to  ex- 
i pand  your  individual  ability  through  compre- 
: hensive  educational  opportunities. 

I Air  Force  medicine  offers  you  excellent 
financial  security.  It  offers  30  days  of  paid 
I vacation  each  year  with  the  opportunity  to 
'travel  to  Europe,  Asia,  and  other  parts  of  the 
world.  Plus  the  chance  to  spend  time  with 
your  family. 

i The  Air  Force  offers  physicians  the  opportu- 
I nity  to  practice  the  most  sophisticated  of  health 
aare.  With  fewer  of  the  disadvantages. 


Find  out  a little  more  about  the  opportunities 
open  to  you  in  Air  Force  Medicine.  Fill  out 
the  coupon. 


USAF  Medical  Recruiting  Team 
Suite  730,  Executive  Office  Bldg. 

2201  Rte.  No.  38,  Cherry  Hill  NJ  08034 
Phone:  (609)  667-9208/667-9268 

N ame 

Address 

City 

State _Zip 

Telephone^ 

Medicine.  Not  Business. 
Air  Force  Ph^ician 
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1.  Close  cooperation  with  the  seminar  on  "The 
Healing  Value  of  Language,”  sponsored  by  the  De- 
partment of  Pastoral  Care  of  the  Wilmington  Medical 
Center.  This  objective  was  reached  as  members  of 
the  Committee  participated  in  the  seminars  and  en- 
couraged other  physicians  to  attend.  Harvey  E. 
Mast,  M.D.,  Charles  M.  Bancroft,  M.D.,  and  Charles 
L.  Minor,  M.D.  of  the  Committee  made  presenta- 
tions, and  Calvin  B.  Hearne,  M.D.,  Anthony  L.  Cu- 
cuzzella,  M.D.,  Ruben  A.  Teixido,  M.D.,  and  Richard 
H.  Morgan,  M.D.  made  presentations  as  well.  The 
seminars  were  well  atended  antd  laid  the  foundation 
for  the  annual  conference  to  be  held  at  the  Academy 
of  Medicine,  October  1st  and  2nd,  on  "The  Healing 
Value  of  Language.”  This  conference  will  have  as 
its  major  speakers,  the  Doctors  Bricklin,  Father  Wil- 
liam F.  Lynch,  and  the  Doctors  Klinzing. 

2.  The  second  major  goal  established  by  the  Com- 
mittee for  the  present  year  was  to  assist  in  the  de- 
velopment of  a Chaplaincy  Program  in  the  hospitals 
downstate.  This  goal  is  being  reached  primarily 
through  the  development  of  the  Delaware  Cancer 
Network.  The  Cancer  Network  is  designing  for 
complete  patient  care,  including  pastoral  care  serv- 
ices. Chaplain  Swanson,  along  with  members  of  his 
department  and  members  of  the  Committee,  pre- 
sented two  twelve-week  seminars  downstate,  the  first 
at  Beebe  Hospital  in  Lewes,  Delaware,  and  the  second 
at  Nanticoke  Memorial  Hospital  in  Seaford,  Dela- 
ware. A consortium  has  been  planned  to  aid  in  the 
establishment  of  a Pastoral  Care  Department  in  these 
hospitals.  During  the  coming  year  more  emphasis 
and  work  will  be  placed  on  pastoral  care  develop- 
ment for  Milford  Memorial  and  Kent  General  Hos- 
pitals. 

3.  The  third  major  goal  for  the  year  was  the  visi- 
tation of  hospitals  in  Delaware  by  the  Chairman  of 
the  Committee  and  Chaplain  Swanson.  This  has  not 
been  accomplished  to  date,  but  hopefully  we  will 
within  the  next  few  months. 

4.  Another  area  of  work  suggested  by  the  Com- 
mittee for  the  present  year  was  a series  of  seminars 
designed  to  help  physicians  learn  how  to  deal  more 
effectively  with  patients  and  their  families  when  fac- 
ing a terminal  illness,  grief,  and  anxiety.  This  ob- 
jective is  being  reached  through  a series  of  workshops 


on  "Medical  Ethics,”  to  be  held  on  four  consecutive 
Mondays  in  March,  1976.  Presently  it  is  planned  , 
that  material  from  the  workshops  will  be  sent  to 
physicians  throughout  the  state.  Following  on  this 
same  subject.  Doctor  Melvin  Krant  will  be  bringing 
a major  presentation  entitled  "The  Psychopathology 
of  Grief,”  to  the  weekly  medical  staff  meeting  at  the 
Academy  of  Medicine,  on  Tuesday  morning,  Septem- 
ber 30,  1975. 

5.  Finally,  the  Committee  has  planned  the  Annual  i 
Prayer  Breakfast  to  be  held  on  Saturday  Morning, 
September  27,  1975,  at  the  Annual  Meeting.  The  i 
format  is  as  follows: 

Call  to  Order;  Harvey  E.  Mast,  M.D. 

Chairman,  Medicine  and  Religion 
Committee 

Medical  Society  of  Delaware 

Welcome:  Joseph  E.  Belgrade,  M.D. 

President 

Medical  Society  of  Delaware 
Invocation:  Chaplain  Lynwood  L.  Swanson,  Th.M. 

Wilmington  Medical  Center 

Breakfast: 

The  New  Testament  Patricia  H.  Purcell,  M.D. 

The  Old  Testament  E.  Wayne  Martz,  M.D.  : 

The  Koran  Ulkar  Tezean,  M.D. 

St.  Augustine  Richard  F.  Brams,  M.D. 

Meditation:  Rev.  Paul  J.  Henry,  O.S.F.S. 

Director  of  Pastoral  Care  ' 

St.  Francis  Hospital 

Announcements:  Harvey  E.  Mast,  M.D. 

Closing  Prayer:  Charles  M.  Bancroft,  M.D. 

During  the  year,  the  Committee  gave  its  support  ii 
to  a series  of  lectures  at  the  University  of  Delaware, 
entitled  "Perspective  on  Death  and  Dying.” 

The  coming  year  plans  to  be  a busy  one  as  the 
Committee’s  work  takes  on  a statewide  perspective 
as  programs  are  held  downstate  as  well  as  in  the 
Wilmington  area. 

Harvey  E.  Mast,  M.D 
Chairman 

{Reports  to  be  continued  in  the  January  issue.)  j 
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The  MUDRAIVES 

Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 
Phenobarbital  (to  lessen  cardiac  stimulation) . 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline/Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital,  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness, tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use,  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion, eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


Federal  law  prohibits  dispensing  without  prescription. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23261 


Speakers  on 
“Ask  the  Doctor” 

Speakers  for  January,  1976  on  the  Tuesday  radio  program  (11:05  a.m.,  WDEL) 
produced  by  the  Medical  Society  of  Delaware  are:  January  6,  George  L.  Stark, 
M.D.,  When  to  Hospitalize  Emotionally  Disturbed  People;  January  13,  James  K. 
Bouzoukis,  M.D.,  Cancer  of  the  Colon  and  Rectum;  January  20,  Robert  B.  Flinn, 
M.D.,  Kidney  Diseases  and  Transplantation;  January  27,  Mark  G.  Cohen,  M.D., 
Testing  the  Heart  with  Exercise. 

In  the  News 

Charles  Levy,  M.D.,  Wilmington,  was  elected  to  the  Board  of  Directors  of  the 
American  Heart  Association  at  the  annual  meeting  of  the  Assembly.  Dr.  Levy  is 
a charter  member  and  former  president  of  the  Delaware  Heart  Association. 

Thomas  C.  Scott,  D.O.,  Anthony  L.  Cucuzzella,  M.D.,  Marjorie  ].  McKusick, 
M.D.,  and  William  F.  Renzulli,  M.D.  have  been  elected  New  Castle  County 
Trustees  to  the  Board  of  Trustees  of  the  Medical  Society  of  Delaware. 

Athena  Nicholas,  M.D.,  Dover,  has  been  appointed  deputy  state  health  oflBcer 
for  Kent  County,  effective  December  1. 

First  Aid 
for  Choking 

A new  brochure  describing  life-saving  information  about  the  causes,  treatment, 
and  prevention  of  food  choking  deaths  is  available  in  bulk  quantities,  free  of 
charge,  by  writing  to:  Frederick  J.  Newirth,  M.D.,  Medical  Director,  Firemans 
Fund  American  Life  Insurance  Company,  P.O.  Box  3395,  San  Francisco,  Cali- 
fornia 94119. 

CLINICAL  NOTICES  AND  MEETINGS 

DAFP  Psychiatric 
Seminars 

The  Delaware  Academy  of  Family  Physicians  will  conduct  continuing  education  semi- 
nars on  Psychiatry  in  Medical  Practice  on  Wednesdays  in  Wilmington,  January  7- 
March  10,  and  in  Dover,  January  7-February  11.  For  information  contact:  Anne 
Shane  Bader,  Delaware  Academy  of  Family  Physicians,  1925  Lovering  Avenue,  Wil- 
mington, Delaware  19806.  Telephone  658-7596. 

Cancer  Seminar 
on  Bone  Tumors 

The  Tenth  Annual  Midwinter  Cancer  Seminar  on  the  Diagnosis  and  Management  of 
Bone  Tumors  will  be  held  in  Vail,  Colorado,  January  28-30.  For  information  contact: 
American  Cancer  Society,  Colorado  Division,  1809  East  18th  Avenue,  Denver,  Colo- 
rado 80218. 

Medical  Education 
Congress 

The  72nd  Annual  Congress  on  Medical  Education,  on  Education  for  Health  Care:  Be- 
ginning the  Third  Century,  will  be  held  January  30-Feburary  1 in  Chicago.  For  in- 
formation write:  Division  of  Medical  Education,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 

Practical  Modern 
Neurology  Course 

The  University  of  Miami  School  of  Medicine  will  sponsor  the  3rd  Annual  Course  in 
Practical  Modern  Neurology,  February  2-6,  in  Miami  Beach.  The  course  will  consist 
of  a minimum  of  28  hours  of  lectures,  demonstrations,  and  discussions.  For  informa- 
tion write:  Division  of  Continuing  Medical  Education,  University  of  Miami  School  of 
Medicine,  P.O.  Box  520875  Biscayne  Annex,  Miami,  Florida  33152.  Telephone  (305) 
547-6716. 

Ambulatory  Care  of 

Tuberculosis 

Symposium 

A symposium  on  the  Challenges  of  Ambulatory  Care  of  Tuberculosis  will  be  held  in 
Baltimore,  Maryland,  February  20-21.  For  information  contact:  Sheldon  B.  Elman, 
Baltimore  City  Health  Department,  Room  C-232,  Baltimore,  Maryland  21202.  Tele- 
phone (301)  396-4444. 
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